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Abstract

Australia, like many other countries that adoptedinstitutionalisation is
experiencing increased presentation at emergenpgriheents (EDs) by patients
with acute mental health and addiction needs. Whifferent models of psychiatric
emergency care have been utilised within EDs litde known about the
effectiveness of the care provided or how they work a day-to-day basis.
Psychiatric Emergency Care Centres (PECCs) is dnthase new initiatives.
PECCs aim to improve patient flow in urban EDs bgviding a rapid pathway to
specialist mental health assessment and care.nSem hospital in Sydney opened
a 6 bed PECC service in 2005. It is co-located Eithand staffed 24 hours a day
by registered mental health nurses supported bghpelyic and emergency teams.
The service has two components - a short termwstdyand an ED liaison role. The
nurses work closely with community mental healthnte, inpatient units, general
practitioners, non-government agencies and othsepitads. This thesis evaluated
the organisational and operational aspects of BEEC service using a process-
impact evaluation. Documents, existing clinicalarets and interviews with nurses
in the PECC and ED and with a consumer represeatatere used as data sources
to describe the service and identify what was wagkwell and what could be
improved. The research found that the service hagged additional resources and
collaboration between ED and mental health serviceaddition the research found
that PECC is an effective service catering to tbeds of consumers and providing
access to mental health specialist clinicians. SRRECC was established there has
been an increase in assessments conducted withikE@hand an increase in the
numbers presenting to ED for mental health reagmms 2833 in 2006 to 4987 in
2008, but the number of admissions to PECC havairexd relatively stable at 693
and 714. Aspects of the service that worked weluited the rapid assessment and
management of acutely unwell people by the PECGasurAspects that were
problematic concerned the ability of the serviceatinlress social issues and the
management of people with behavioural, alcohols&uite intoxication or self-

harm behaviours. Areas for enhancing the servickidle being more consumers



responsive, increasing the skills and knowledgestaff and undertaking further

research regarding the needs of people who ussethize.

Key Words; Psychiatric emergency care, emergency departn@sychiatric
emergency care centres, mental health nursing.
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Chapter 1: Introduction

Up until the 1970s and 1980s people with diagno$esental iliness were nursed in large
psychiatric institutions. The onus was on care amafinement and mental illness was
treated largely with psychotropic medications. Withe move from hospital to
community, emergency departments (EDs) have bedmgaent entry points to mental
health care. In some areas EDs are the preferred pbcontact for all acute mental
health assessments and treatment. As a resultesé thlevelopments, in July 2005 the
New South Wales (NSW) government introduced thentdation of nine Psychiatric

Emergency Care Centres (PECCs) across New SoutsWal

The introduction of PECC services was designedHerlarger metropolitan hospitals as
part of the broader Mental Health Emergency Camgiam (NSW Health, 2007) to
address the increasing numbers of referrals fosutation and assessment. PECCs are
assessment and treatment units that include stayrtlbed facilities co-located in EDs
whereby mental health specialists and cliniciamviple 24 hour assessment and care.

Different site specific models of care have beeopéed in EDs and PECCs throughout
Australia but little research has been done oreffextiveness of care within these units.
This thesis presents the findings from an evalnaidd one PECC service, the St
Vincent's Hospital PECC service which opened in &laber, 2005.

Background

In 2006 the NSW government invested $5.8 millionegtablish PECC units in major
metropolitan hospitals (NSW Department of Healthp& as part of wider plans to
change and strengthen existing mental health s=vithe implementation of PECC
services was one of several strategies to impradeir@egrate mental health services to
meet the demands of consumer care. Nine PECC argtsurrently operating, one of

which is located at St Vincents. St Vincent's opieral budget of approximately $1.5



million is funded by NSW Health (B. Hudson, perdonammunication, February 6,
2009).

Each PECC unit operates autonomously and theirsgaa to include rapid access to
specialised care and assessment in meeting therleeds. However, service provision
between units is governed by an Area Health Serx¢ébile St Vincent's Hospital is
within the South Eastern Sydney lllawarra Area Heabervice (SESIAHS), its
relationship with the area is seen as a partner3ihig St Vincent's PECC is one of three
in the SESIAHS region and is expected to share Itlael of brief admission and

assessment presentations.

St Vincent’'s PECC service is located in Sydneys H nurse-led unit which is co-located
in the emergency department. It sits on a servimeticuum which aims to avoid
unnecessary hospital admission and/or prematurchalige into the community. The
PECC is one of several mental health services geaviby St Vincent's hospital
responsible for the provision of mental health daréhe residents of the inner city of
Sydney. The residential population is approximately),000 and covers a 16 square
kilometre area (St Vincents, 2008b). However, duéhe exceptionally large volume of
patients with mental health problems presentingtd/incent's ED the local demand
appears to exceed area wide needs (B. Hudson,ngéresommunication, February 6,
2009).

Apart from the work of Frank, Fawcett and Emmer&005) little is written about PECC
services. Frank et al. completed a descriptive ystfdthe first Australian psychiatric
centre and found that the co-location of ED andcpmgric emergency centre (PEC)
provided several positive outcomes for services patients. They include improved
clinical care for patients; direct access to spmsad mental health staff; taking early
responsibility for patients and reduced accesskblGiven that so little is known about
PECC services attention was also given to desgyithia service in considerable detail so
that others could establish such a service morgyeas the St Vincent's PECC service

is nurse-led, a key aspect of the current studyamaBECC nurses’ service delivery and
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their contribution to PECC service outcomes. Thelgiwas therefore designed to learn
more about how nurses’ work in psychiatric emergerare and what is it that they do
that makes a difference to patients’ care and tbeigion of psychiatric emergency care

generally.

The study
The objectives of this study were:

. To describe the service development, organisatioinaodel of care;

To describe who and why people use the service;

To describe the PECC nurses activities and respidiies including the

benefits, challenges and difficulties of deliverihgs model of care;

. To assess the effectiveness of the PECC nursefrate the nurses and
consumers perspective;

. To assess nurses and consumers views on the ajppeopss and
acceptability of the service; and

. To identify what works well and what needs to chang ensure the service

provides best practice.

It was anticipated that by addressing the aboveabibpes issues would surface and the
report would feed back results to key stakeholdelisnts, the organisation and staff).

The potential to improve the quality of the servared inform service development was
the principle underpinning this study.

Overview of the research

Evaluation research was the methodology selecte®soribe the St Vincent's model of
care and to assess the effectiveness of the seivige development of this evaluation
involved an agreement from senior clinicians inodgdNSW St Vincent’s Hospital

Population Health, Mental Health Services and Emery Department Directors and the



Victoria University of Wellington Graduate Schodl Nursing, Midwifery and Health

New Zealand.

Good professional practice is dependent on infordesdsion making that makes explicit
the expected outcomes, standards and intentioriseeath care interventiongnd the

purpose of evaluation research is to provide prattinformation to support practice
(Clarke, 2001;Trochim, 2006). According to Walsh, Duke, Foureurd aMcDonald

(2007) the three main purposes of evaluation aiig frmatively assess with the aim of
identifying potential issues at a formative stagedescribe what takes place though
process evaluation that attempts to understanchgitre and weaknesses; and iii)
investigate achievement and effectiveness to adiakeholders to ascertain contribution,
consequences and future needs through impact oproet evaluation. The evaluation
covered the period from November 2005 when St \fitisePECC opened to December
2008. Data gathering for the evaluation commenoe#ipril 2008 and was completed in
May 2009. Three sources of data were used orgamsatdocuments, existing patient
data on utilisation and interviews with PECC and BOrses and with a consumer

representative.

Introduction to the researcher

As a Maori (people of the land, indigenous people of Nexaldnd) nurse from Gisborne,
a rural city on the East Coast of New Zealand (N)interest in psychiatric emergency
care began 1998 when | made a career change freatréhnursing to mental health
nursing. My interest began during a student placgnre an intensive care unit (ICU)
where | observed a member of the psychiatric assa#steam advocating for a patient
who had history of suicide attempts and self haehaviours. The patient's complex
mental health history meant co- management in @& Wwould be better for the patient
than being in a psychiatric unit. | recall beingdmated by the differences in perceptions,
language and behaviour, the two groups had whetindeavith the patient. The
experience had made such an impact | sought opptetito work in areas of crisis and

emergency assessment and intervention.



My mental health nursing career followed a pathwagugh three areas. Firstly, | joined
the dynamic Ngati Porou Hauora Mental Health Teamthe East Coast, NZ as a nurse
key-worker then joined Tairawhiti Mental Health aAddiction Services and worked
with a management team of forward thinkers andesumgho were unafraid to try new
innovations of care despite limited resources andntial constraints. Finally, | was a
lecturer for the Universal College of Learning NngsSchool, Gisborne, New Zealand.
The students shared their struggles to make sdnissues pertaining to mental health,
their stories of successes and losses and abaufahelies. | believe that a person who

acquires knowledge should share it with otherdabit benefits the wider community.

| commenced working at St Vincent's PECC in Julyo@@and hold the title Clinical

Nurse Specialist. | first became aware of PECCsnwieearching for information about
mental health and primary health services. | foandarticle describing a new frontier for
mental health nursing (University of Technology B8gg, 2003). The article highlighted

problems in the delivery of emergency mental heedtte experienced in Australia and
the United Kingdom. Hudson, a Clinical Nurse Cotemil stated in the article that the
integration of mental health nurses within emergecare teams would be one solution
toward an improved provision of care. He describedew model and framework of

psychiatric emergency care which was introducedtosing teams and has contributed
to St Vincent's ED reputation as one of the saf@spatients and staff in Sydney. Within

six months of reading the article | joined St Vints PECC team.

The transition from Gisborne to Sydney was dynamidcerms of people, volume of

noise, movement, massive buildings and cafes evaayv It is a city of diversity in

cultures, of people, languages, arts and thedtnas excited by the challenges of the
unknown that lay ahead and what the city had teroflowever, my excitement turned to
fear on the first day at work. The ED was busy w#ople in stretchers attended by
ambulance personnel, police with patients in hafislauaiting for an assessment by the
psychiatric emergency team, teams of doctors amdesuattending to patients, alarms
screeching in the background and numerous peopleeitriage area and waiting room.

These were scenes | have seen in movies and ielevia time | overcame my fears



when | realised that PECC although a nurse-led iG®rvis supported by a

multidisciplinary team and no nurse works in isialat

As a nurse working in Australia | recognise sinilas in how mainstreaming of mental
health services into the general health care sysemstitutionalisation and insufficient
community based mental health services have imgamtesecondary services. It has led
to an increased attendance to emergency departmeiiappropriate services by those
who have mental health problems. While my expesencNZ emergency mental health
care has been in community mobile teams, McClintao# lhimaera (2007) claim there
is a diminishing workforce and lack of appropritning for preparing crisis workers to
work in the ED environment. In an effort to briddpese concerns | believe mental health
nurses, especially those who work with emergensgsdave a commitment to ensure
their clinical practice includes skills that suppgratients who present to ED. The
implications are that the increasing trend of pméstons to the EDs will no doubt
influence the role of ED staff to include mentahlile emergencies.

An overview of PECC services

PECCs provide care to patients 24 hours a dayyd aaveek. They are a small inpatient
unit allowing for observation, assessment and stesrh care. Although PECCs have
developed over several years in North Americdelig known about the effectiveness of
the model or how it works to deliver services. Atling to Frank et al. (2005) the first

Australian PECC commenced in 1983 in QueenslanceirTheport describes the

operational status of the model highlighting sexvdelivery and effective relationship

between PECC and ED.

As will be shown in Chapter 4 which presents a itbgtapicture of the St Vincent's
service, the PECC provides continuing assessmeaintent over 48-72 hours by nurses
who are led by a Clinical Nurse Consultant and suggd by a multidisciplinary team.
The core aim of service delivery is that emergegpgychiatric care will be delivered by
experienced health professionals, efficiently, @ffely, ensuring patient safety and



privacy in a culturally sensitive manner. Sincedevelopment the PECC organisational
structure has changed, nursing roles redefineddimide a full time ED liaison position

rotated by PECC nurses and the recognition of PEC€& nurse-led service.

While PECC services have existed at St VincentsesiNovember 2005, no formal
evaluation of the service has been done to dates Study will therefore provide
important information for the St Vincent's PECC \8ee. The evaluation will also
contribute generally to what is understood abouC@Eervices, about the nursing work
in these services, and may address some of thesisswd concerns that have been raised
by the PECC model.

Thesis overview

This thesis, which represents a personal journajismiovery as well as an evaluation of
St Vincent's PECC service, is presented in six tdrap This first chapter has an
introduction to the research question, the seftinghich this research took place and to
myself as researcher. My journey to a PECC ursuidined in this chapter along with an
explanation of the service and why it was impleradnEvaluation of the service became
a natural progression of my journey and thereftie research journey and process is
outlined.

Chapter 2 presents the literature on models of gemey psychiatric care from the last
decade with a particular focus on Australia. Wiilere is increasing research on mental
health as services seek to find the most effectiag to deal with mental health issues
this chapter reveals the dearth of informatiorhim field of PECC services. The literature

review establishes what was already known abouthaalric emergency services.

Chapter 3 describes in more depth the St VincdPEEC service aligned with national
and local documents of relevance. Within this chapty perspectives of the roles of

nurses who work in PECC and ED liaison are outlinkmhg with discussion of mental



health presentations to ED and admission to PE®€.rmodel of care developed within
St Vincent’'s PECC is explained including the cresstor relationships that needed to be

developed for successful implementation.

Chapter 4 outlines evaluation research as a melbgyloit expands on process-impact
evaluation as a means of developing research gndair data collection and data

analysis. Ethical considerations, as well as rigowd quality are discussed.

Chapter 5 contains findings of this study. RespsnBem individual face-to-face
interviews and written responses are used to desatrengths and weaknesses of the
service. The different perspectives tell the stofywhat works well and what can be
improved with the intent to improve ongoing cardomfgside personal perspectives
analysis of local, national mental health and Stcént's mental health documents are
used as a means of comparison and collaboratiaevelop key themes. Documents

provide an accessible picture of the PECC serwiatlégitimates subjective data.

Chapter 6 concludes the thesis with a discussiothignn-depth picture of a psychiatric
emergency care centre. The intent in this chaptty highlight strengths and weaknesses
and make recommendations for clinical practice,catian and further research. The

discussion returns to the themes identified.



Chapter 2: Literature Review

Introduction

A literature review was undertaken to identify emtr psychiatric emergency care models
involving nurses utilised in emergency departmente review of the literature mainly
covered the models of care which are utilised imyrfaospital emergency departments in
Australia. The aim of the review was to gain a dretinderstanding of psychiatric
emergency care models, to identify the nursing rsoaé psychiatric care, and to
ascertain how these models were evaluated to neaffective care. This review largely
focuses on research articles published between 28672008 to reflect the timing of
implementation of the St Vincent's hospital psyttitaemergency care centre (PECC)
service situated in Sydney, New South Wales (NSMgtorical literature related to the
development of psychiatric emergency care in theergency department is also
highlighted. Particular attention was made whilelemaking the review to highlight any

research set in Australia.

Search Strategy

Psychiatric emergency care models were identifieddsforming a Medline, Cumulative
Index of Nursing and Allied Health Literature (CINA) and PsychINFO search using
keywords and phrases: psychiatric emergency castahhealth nursing, nursing models
of care, consultation liaison, mental health nugsimmiage, emergency departments and
crisis services. A manual search was also perforrfredn appropriate references of
publications retrieved and from tld®urnal of Psychiatric and Mental Health Nursing

andInternational Journal of Mental Health Nursing.

This chapter presents the findings that were etddadrom the literature using a
standardised format, referred to as the ‘framewddktlescribe what is known about each
of the models. The framework involved the creatbtables to systematically summarise
findings from the literature. Appendixdresents two examples of how the findings were
extracted from papers. Firstly, this framework wasigned to capture where the model is

9



located in the full emergency department (ED) sgtiind the assumptions/premises on
which the model is based. Secondly, it was useddgture how care is generally

organised, that is, what is the patient journeynfrarrival at ED, triage, treatment, and
discharge through to follow up. This includes wisadtnown about how the mental health
and ED staff interacted. Thirdly, the framework weed to establish who works in the
model including what is known about the particutates, qualifications, skills and

knowledge of the staff. The fourth aspect of tlerfework captured what is known about
the effectiveness, and the issues about the waslohgny of the models. In analysing the
literature key areas were looked for, such asdheand structure of the nurses’ work and

the evaluation processes utilised.

Overview of the literature

The search revealed a considerable volume oftitexan psychiatric consultation liaison
nursing but a smaller volume on mental health diaigursing. The literature revealed
three main models of psychiatric emergency caresé&lare the consultation liaison (CL)
model, the mental health nurse (MHN) in ED modal #me psychiatric emergency care
centre (PECC) model. Each of these models is cilyrenactised in Australia and has
been previously identified (Frank et al. 2005) bhe key modelsin looking at the
literature it was clear that triage is beginningtoface as a specific model but there is a
paucity of established local or international bamfyknowledge to support triage as a
model of care. Therefore this has been excluded tos literature search as the focus is

on psychiatric emergency care performed by meralth professionals.

The literature revealed that there were signifigamhore studies centred on the
consultation and liaison model both nationally amernationally. The literature on the
mental health nurse in the emergency departmentquis extensive as it has featured
since the 1960s, more specifically in relationhe setting up of the service rather than
evaluation of the role. Only one paper on PECGCAustralia (Frank et al. 2005) emerged
although another paper (Wand & White, 2007) progidseful background information
regarding the development of PECCs in NSW. As asequence the majority of
information reported in this chapter on PECCs wesessed from NSW Health and

10



PECC service documents. It is important to not¢ itmahe articles a discussion on cost
effectiveness was notably absent. The majorityhef papers had a clinical focus and a
number of articles presented service descriptioith @& view to expanding services.

Many articles were written in the early phase «f #ervices developing therefore had

limited evidence of effectiveness.

Overview of Psychiatric Emergency Care Services iBmergency Department

The literature shows that different psychiatric/taérhealth services have introduced
different models of care to assist ED staff withntaé health presentations. Each model
consultation liaison (CL), mental health nursingHM) and Psychiatric Emergency Care
Services (PECCs) are site specific and have adag#edce provision to meet local
needs. For example, there are PECCs that havealbads (ED beds utilised by mental
health services and funding arrangements are péeifg) in the ED and others with

designated real beds.

The CL role originated in the United States of Aite(USA) in the 1960s and included
consultation and education to general hospitalesuesd medical staff (Callaghan, Eales,
Coats, & Bowers, 2003). These nurses were consideyelinical specialists who mainly
worked in the management of patients with a primmagdical condition and co-morbid
mental health problem that influences the provisasdnmedical care (Bryant, Foster,
McNamara, & Sharrock, 2007; Callaghan, Eales, Lei§mith, & Nichols, 2001,
Thompson, 2005; Wand, 2004). During the 1970s dheexpanded to include direct care
of people with mental health problems in emergeseyartment as well as education and
liaison with other health professionals (Thompsof)e trend for designated mental
health nurses in emergency departments began ith Monerica in the 1990s (Wand &
White, 2007). There is evidence to suggest that Midld evolved in response to the
increasing mental health presentations to ED. Tetrtlee health needs and demands of
this group some mental health services in Austitadiae introduced mental health nurse
consultants in ED (Sharrock, Bryant, McNamara, teors Happell, 2008). In addition,
growing support for mental health nurse practitraieebe introduced in EDs has emerged
(Wand & Fisher, 2006; Wand & White, 2007).

11



Although psychiatric emergency care centres in BRizehexisted for many years in North
America there are significant differences in delywef care, organisation and structure of
these services (Currier & Allen, 2003; Wand & Whi&007). However, psychiatric
emergency care centre development in Australia @enrecent with nine being

established in a number of sites in NSW sinceitge PECC unit in Queensland.

Consultation Liaison Model of Care

The Consultation Liaison model is widely reportedthe literature, and is described as
the most common model of psychiatric care for pasievho present to emergency
departments in Australia (Frank et al. 2005). Toesgltation liaison role was able to be
filled by nurses when it was acknowledged that mlelnéalth nurses were as competent
as medical professionals to complete assessmdhtiemergency area and would also
reduce junior doctors’ roles (Beech, Parry, & Vaija&2000; McEvoy 1998; Thompson,

2005). Patients are the responsibility of ED staffil such time they are referred on to

other services.

Historical background

The development of the role of the mental healthpsychiatric CL nurse in the
emergency department was partly prompted by thegreton of psychiatric nursing as a
specialty and increasing awareness within nursiraugs of the relationship between
psychosocial needs and physical health of the mtaferyant et al. 2007; Minarik &
Neese, 2002). These original mental health CL suws®ked alongside general nurses as
consultants across a variety of settings (Rob&&87; Wand, 2004). However, whilst the
role focused on consultation, advice and educdtienCL nurses did not at this stage,
have direct contact with patients (Brendon & R&600; Roberts & Whitehead, 2002;
Sharrock & Happell, 2000).

By the mid 1970s the mental health CL role had mddesvards more direct interventions
with patients in EDs. It involved education of tB® nursing and medical team, and

liaison between various health professionals (Rsbe&r997; Thompson, 2005). Also,
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significant changes in nursing practice were oéogrwhich strengthened CL nursing as
a specialist group. These changes involved thedntition of new practice models,
increased collaboration with other health professi® and working across professional
boundaries, inclusion of clinical supervision ahd introduction of educational programs
to prepare nurses at the masters’ level (Robed&7;1Roberts & Whitehead, 2002).

In the United Kingdom (UK) the CL role originatedoiin crisis intervention services
based in accident and emergency departments howevée United States of America
(USA) it is not recognised as a specialist or sabgist area of practice. The role
evolved in response to the increasing deliberdtehaem and suicide presentations to the
emergency department. These mental health CL nuwseducted assessments, brief

therapeutic interventions and liaised with psyafstd where necessary.

Aims of the consultation liaison model of care

The model is based on the premise that emergemnreyfeamany people in psychiatric
crises is best provided by a mental health spstiadi consultation with the emergency
staff. There are various terms used to describectimnsultation liaison model, many of
which describe the role of the nurse. These temokude mental health consultation
liaison nursing, psychiatric consultation liaisoarsing and consultation liaison nursing
(Roberts, 1997; Sharrock et al., 2006; Wand, 20@@bate regarding the ideal

terminology that describes this group of nursesaiema subject of contention.

The Australian College of Mental Health Nurses Qtagion Liaison Special Interest

Group (Bryant et al. 2007) concludes consultatiaisbn is the most appropriate term
and expects further debate as the group developsle Where has been much debate
about the most appropriate term for this role épendent on which school of practice
and education the practitioner affiliates to ratthem actual role (Bryant et al.). Bryant et
al. assert that the debate centres on the useedétin mental health and whether skills

obtained through psychiatric nursing educationca@mpromised allowing more generic

13



terms to be applied to a less specialist body afwkedge for use by a range of

practitioners.

The consultation liaison model of practice may véiym service to service and CL
nurses can be based in community settings, ingatieits, general hospital settings or
emergency departments. Changes within the consultdaison model has led to a
gradual expansion of the CL role from one centradiralividual patient care to now
include the provision of specialist mental healénecover a variety services (Regaisis,
2005). Sharrock (2006) acknowledges that earlierksvan the development of the
specialist roles were instrumental in the develapn similar specialties of mental

health nursing in other countries.

Therole of the consultation liaison nurse

The literature shows that the person in this relenvolved with assessment, and assists
general nurses to develop a plan of care for tds® have mental health issues. While
only a few authors identify any direct involvemenith triage (Bryant et al. 2007;
Happell, Summers, & Pinikahana, 2002; Smart, Pall& Wagpole 1999; Thompson,
2005) it is more frequently noted that the considtaliaison nurse role is important in
the triage process where presentation occurs umdgiirements of the Mental Health
Act. Wand (2004) indicated in his survey that mertaalth liaison nurses were
accessible for assessments and management of tpatiio present to ED. In both
aspects a key role for this position is createdhtprove breakdown in communication
and improved relationships (Bryant et al.; Happell.; Smart et al; Thompson).

Liaison between acute and mental health servicéls ather services external to the
hospital for continuum of care once the patientlteesn discharged are important features
of the role (Bryant et al. 2007). Another importa#pect of this role is consultation
(Wand & Fisher, 2006) which is the provision of sohation to staff and direct
specialised psychological care to patients and flaenilies (Roberts, 1997). In the UK
West Middlesex University hospital service the naéhealth liaison nurses were based in
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the accident and emergency department (A&E) andkparallel to, but independent of,
the existing consultant psychiatrist. Additionahdtions of the team included teaching
staff within the hospital about mental health pesb$é and medico legal issues, provision
of clinical supervision, liaising with other healpnoviders and collection and analysis of
patient data (Brendon & Reet, 2000).

Most literature indicates that a high educatiorak ris fundamental to this role in
particular areas such as alcohol and drug and keg@aécts (Bryant et al. 2007; Ryan,
Clemmett, & Snelson, 1997; Sharrock & Happell, 2006ompson, 2005). Additional

benefits are the role model that allows ED nureegdw in confidence alongside the role

of the consultation liaison nurse (Thompson).

These nurses can also be involved in developing@rndwing policy and processes at an
organisational level. This involves consulting te tbroader organisation projects and
policy development around mental health serviceésui®ck & Happell, 2006). A feature
of this position is that the person is often notplyed solely in the emergency
department and therefore comes with a fresh petispe(Happell & Sharrock, 2002;
Thompson, 2005). This allows for collaboration asrdlifferent specialties (Ford, 1998)

and a wider range of treatment options.

Effectiveness of consultation liaison model

The evidence shows that mental health nurses werffactive in completing mental
health assessments as psychiatrists and the reisteak with reducing junior doctor
workloads (Beech et al. 2000; Roberts, 1997; Thamp&005). Nurses are considered
effective working in role to the extent that onenta¢ health service responded to junior
doctors working excessively long hours by a estdbig the mental health liaison nurse
service at West Middlesex University hospital tduee some of the call on the doctors
(Brendon & Reet, 2000).
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Effectiveness is often measured by the ability rrgoriove services in accordance to
strategic documents. Brendon and Reet (2000) matedriving the development of the
service was the release of UK National Health damisi such as th€alman Report
1993 which reported increased suicide rates and magemaendations to reduce them,
including provision of psychosocial assessmentsspgcialists for people who have
harmed themselves. Another model of the mentaktndiaison team in the UK involved

a multidisciplinary team including mental healthrses, psychiatrists and social workers
(Webster & Harrison, 2004)proposes more research is needed to endorse the

effectiveness of this approach.

The literature concentrates on presentation ornafeates or patient characteristics rather
than evaluation or description of services offef@tand, 2004). Much of the literature
around the consultative liaison role is descriptaeounts of successful operation with
few actual evaluations of the service (Sinclairnkén, Hagan, Nelson, & Hunt, 2006).
Wand (2004) and McDonough et al. (2004) undertookes evaluations but provided

insufficient objective data related to the beneditshe service to patients.

Within the literature, the themes related to effessiess of this role relate to the benefits
of early intervention in people with complex neeatsl those who self harm (Brendon &
Reet, 2000; McDonough et al. 2004; Ryan et al.,71%hd reduced waiting times of
patients seen in A&E department (Wand, 2004). Havknowledge about the local
patients and the ability to utilise other approjgiaervices helps ensure a continuum of
care (Brendon & Reet) that is beneficial for alhcerned. Another essential point was the
recognition of the mental health liaison nurseseggerts by their medical and nursing
colleagues and that patients were more effectimelpaged (Brendon & Reet; Sinclair et
al. 2006; Wand).

| ssues with the consultation liaison model

Contradictions in the literature regarding the es@f the CL model are evident. Some
argue there is no evidence of reduced waiting tifkeank et al. 2005; Sinclair et al.
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(2006) and othereeport decreased waiting times in ED (Thompson620@and, 2004).
Another problem with the model is that sometimas itot popular with the ED team who
find that there are often long delays before thesge is assessed or accepted as the
consultation liaison person is not always on diei(k et al.; McArthur & Montgomery,
2004). Concern has also been raised that menttihtsEzepts responsibility only when a
bed becomes available or the person can be dismhagcommunity care and therefore

the patient remains the responsibility of the erapocy department (Frank et al.).

Mental Health Nurse in ED

In this model mental health nurses are based ingamey departments 24 hours per day,
and 7 days per weeffrank et al. 2005; Wand & White, 2007). These rakhealth

nurses are often called mental health liaison suasel their arrival occurred in response
to the increasing number of people with mental theptoblems accessing emergency
department services. Patient care remains withtafd until a bed can be accessed or the

person discharged to community services,

Historical background

The emergence of the mental health nurse in EDinvessponse to deinstitutionalisation,
mainstreaming of services and insufficient commubdased mental health resources
(McClintock & lhimaera, 2007). While this trend kagin North America in the mid
1990s the issues mentioned above have now resaolteés model being an integral part
of services in many countries (Wand & White, 200&xcordingly, there has been
considerable literature, which supports this itik® from many western countries
(Beech, Parry, & Valiani 2000; Brendon & Reet, 20Q@llaghan et al. 2001; Clarke et
al. 2005; Hughes & Clarke, 2002; McDonough et &8l0£ Morgan & Colman, 2000;
Sinclair et al. 2006; Wand, 2004; Wand & White).
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Aims of the mental health nursein the ED mode

The chief aim of this model is to provide rapidesssnent, reduce patient waiting times
and stop patients leaving without being seen byicaédand mental health teams
(McDonough et al. 2004; Wand & Schaecken, 2006)s Theans that the nurse is an
expert consultant and within this model a key congmt is to better inform and support
non mental health colleagues in regard to theilceors regarding patients with mental
health need and thus reduce stigma (Gillette €t986; Wand & White, 2007). A further

aim is to provide an early direct link between na¢iealth and community and primary

health services.

Therole of the mental health nursein emergency department

The literature surrounding the roles of mental theaurses in emergency departments
differs according to country of origin. In both tbé and Australia the role is more likely
to be at an advanced level whereas the USA is rikety at a specialist position
(Karshmer, 1997). In Australia a concerted effoaswnade by the government to fund
nurse consultants to these positions. Wand (20@éntified that this initiative
commenced in 2000 when funding was provided fosdhgositions across New South
Wales. There is a dearth of information directliated to the role which varies dependent
on the particular environment in which the positiwwas established. This makes being

specific about aspects of the role complex.

Where this role is at a nurse consultancy or prangr level the role includes advanced
practice role modelling, professional leadershipacpce development research and
evaluation (Cox, 2000; Hayes & Harrison, 2003)cduintries where the role is at a lower
level the nurse may not have advanced skills aetetbre does not fulfil consultancy,
policy development and prescribing tasks. In thementries the skills offered are rather
an extension of generic mental health nursing skabplied in an emergency setting
(Roberts, 1997, 2002). Generally the role of mem@hlth nurses based in the ED
includes the assessment and management of patigmigoresent with mainly mental
health problems and ensures that they have equdgaess to medical treatment (Wand,
2004).
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The literature show that the overriding principtiEsthis type of service include: triage,
medical assessment, mental health assessment, stibsapeutic skills and care
coordination; other activities involve the provisiof education, clinical governance of
staff, participating in health promotion, role mbishg and leadership. Furthermore, that
the mental health nurse maintain regular commuioicatvith other services to ensure

effective access of care to patients and theirlfami

Effectiveness of mental health nursein ED

Wand (2004) evaluated the MHLN service over thst fiwo years and suggests that the
MHLN role has significant benefits for patients ggating to emergency of care by
reducing waiting times, streamlining transitionaigh the department and improving
follow up. Wand and Schaecken (2006) evaluatedréetal health liaison service in an
ED in Australia and found that consumer feedback wamising; consumers reported
that they were treated with respect with good dismn around discharge follow up and
decision making. However, this feedback relate@nty one hospital and also showed

there remained room for improvement.

Other evaluations of MHLN services have shown atgrsible levels of approval from
both staff and patients (Wand & White, 2007). Atlfier evaluation by Eales, Callaghan
and Johnson (2006) in an individual setting in th€ concluded that the service with a
dedicated mental health nurse offers a more ddtddagthy and specialist service.
However, once again this finding is limited to omentext and is inconclusive.
McDonough et al. (2004), Wand (2004), Clarke et(2005) and Wand and Schaecken
(2006) found that this role meant reduced waitimges for access to specialist care,
management and follow up care. In contrast an tigeggon related to the effectiveness
of this role by Sinclair et al. (2006) found littlenpact on waiting times or patient
satisfaction. Wand and White (2007) maintain MHL&the only model that is cost

effective as it can be transported to most EDs.
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Currently in Australia there is wide support foettroduction of mental health nurse
nurses practitioners (NP) in ED (Clinton & Hazelt@00; Wand & Fisher, 2006). NPs
are registered nurses who have extensive experttbeir chosen specialty and who have
attained a masters or higher degree in nursing.d/aa White (2007) claim NPs were
introduced to complement and improve services agdltih care outcomes for patients
under their care. Wand and Fisher’s descriptiothefmental health NP role based in an
Australian ED, attributes success of the role t@ngparency of consultation and
evaluation processes in the development of theicggrpartnership of disciplines and
clinical services and maintaining a nursing focasher than duplicating psychiatric

medicine.

| ssues with the mental health nursein ED modé

Frank et al. (2005) claim that this model is moxpensive than the consultation liaison
model and is therefore usually only seen in mediortarge hospitals. Again the mental
health services do not take early responsibility tloe patient and this depends on
availability of bed state or community services dhdrefore blocks bed flow in EDs
(Frank et al.; Wand & White 2007). While there isignificant amount of literature on
this model, on examination the value of this madalnclear with insufficient effective

evaluation.

Psychiatric Emergency Care Centre Model of Care

The psychiatric emergency centre (PECC) within EDvyling care 24 hour a day, 7
days a week. It is a small inpatient unit allowiiog observation, assessment and short
term (24-48 hour) care. Patients are the respaditgibf mental health services.

Psychiatric Emergency Centres - historical background

Frank et al. (2005) reported that the first PECwise commenced in one of the busiest
emergency departments in Queensland, and thatsassets increased from 440 in 1994
to 7200 in 2004. They predicted these numbers wiogietase by 15% per year.
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Aims of the PECC modd

PECCs aim to improve the quality of clinical caoe patients experiencing mental health
problems who present to the ED and to reduce détagscess to specialist care and to
develop a sustainable service model for ED careWNSealth, 2007). The limited
literature surrounding PECCs suggests that thereorssiderable variation in both
organisation and structure in services; howeverstnare identified as autonomous
services that parallel care with emergency depantsn@urrier & Allen, 2003; Wand &
White, 2007). Mental health services accept regpoitg for patients on entry to the
emergency department and therefore aim to proagalrassessment in a timely fashion

and ensure assessment occurs before there isdirtteefpatient to leave.

Therole of the PECC nurse in emergency department

There is a lack of research and literature arounedrole of the PECC nurse however
Frank et al. (2005) identified key areas of padhgrs with various services, including
emergency department, hospital security servicegphal and drug service, child and
youth mental health service, police and ambulaR&&C nurses’ responsibilities include
triage and assessment by phone or on arrival ieithergency department; mental health,
alcohol and drug, risk assessments, short termtigmacare for up to 48 hours and
referral, provision of access to other speciakstises and resource information (Frank et
al.). Similar to the consultation liaison nurseerahore advanced nurse practices such as
prescribing do occur although this varies acroswiges. PECC nurses provide a
significant enhancement of consultation liaisorvises in the ED as well as designated
inpatient services (NSW Health, 2007).

Another important function is bed management ot@dupatient mental health beds to
ensure bed management flow to prevent bed accesk iol ED. There is a high level of
networking with other bed managers, senior medtaff and agencies involved in the
negotiating, planning and coordinating of a patgetransfer to or from another mental
health facility. Although this role too may varyrass sites as there are designated bed

managers in some hospitals.
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Therole of the PECC nursein the PECC unit

There are two roles which PECC nurses rotate aailg ldasis. One nurse assumes the in-
charge role however, both nurse share the work &ablpatient ratio. That means each
nurse is responsible for their own patients. A poghensive description of the two roles
is provided in Chapter 3. The role of the PECC aurs the unit is involved in the
management and caring for patients who need a &diefission and access to specialist
care. The PECC nurse is pivotal in supportinglitieon nurse in ED in areas of bed
coordination and patient flow, admissions and disghs and ensuring patients are linked
to appropriate services. Another important roléhis preceptorship of student nurses and
orientation of new staff. Furthermore, PECC nurpespare and escort patients on
transfer to other hospitals. PECC nurses rely enbéd manager to negotiate beds from
other health areas especially in cases of patwhts need longer care. Every effort is
made to find the patient an inpatient closest &ir thome or family.

Effectiveness of the PECC nurse

Frank et al. (2005) state that this model is higitgeptable to ED staff as the mental
team accepts responsibility for patients early. eDthenefits include direct access to
specialised mental health care, ambulance andepskrvices, no access bed blocks,
reduced waiting times and better quality of camank et al. suggest that as this is a
designated unit the person’s privacy, confidentialand respect are more easily
maintained and are likely to be more sensitivehtartneeds. The units allow short term
intensive assessment and monitoring of patientsiwthius reduces risk of self harm and

absconding. This means the need to a formal intagigmission is reduced.

The NSW Health (2007) report described the firstmi@nths of seven PECCs. Each
service was evaluated using clinical data colle&tjcsurveys of PECC consumers and
carers, surveys of PECC and ED staff, clinical fdgiew and facility audits. Data were
collected on 8,222 presentations from February 2@96February 2007. The data

reported:

. Most presentations happened after 5pm and peakéé Evenings;
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. Majority of PECC duties were assessment in andutaisn to the ED;
. Approximately 16% of ED contacts were admitted ECRE units;
. Almost half of PECC contacts were patients brouighuty police or ambulance;

. 39% self presented and common problems were owerdoself harm (38%),

psychotic symptoms (27%) and depressed mood (25%);

. Post assessment the most common diagnoses were disaders (27%),

psychoses (25%) and substance abuse disorder (h48@b0);

. Around half of PECC admissions were dischargedr aféee while half were

transferred to other mental health inpatient units.

The results of the evaluation provided evidencthefpositive influences PECCs have on
quality of care, improvement to patient flow andlueing delay in accessing mental
health care in the ED. In addition, the PECC sermmdel has been delivered as planned
and staff reported high levels of satisfaction with model and occupational satisfaction.
PECCs were described as safe environments wheressgge incidents are rare and the
rate of patients absconding was reduced (NSW HezM®i7).

| ssues with the PECC modd

While many people are responding positively to PE@®@y are also perceived as another
way of stigmatising people and not in keeping wittegrated system (Mendoza, 2006;
NSW Health, 2006). Some writers are also concethnatlPECCs may divert funds from
the community area (Mendoza; Wand & White, (2008ank et al. (2005) claim that
PECCs are more appropriate for large EDs (>500 bedswith 3000 presentations per
year) because they cost more than one million dojer year to staff. Wand and White
consider that these high costs and the need founaber of presentations limit the

viability of PECC services in Australia.
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Discussion

The findings from the literature review concur withose of Brown (2005) who

conducted a literature review on psychiatric emecgeservices. Brown argued that there
were methodological limitations across all areathefliterature that many dimensions of
psychiatric emergency services remained unexpleueth as structural aspects of crisis
residences or disaster response teams, and there Wk of a research agenda. The
range of articles explored examined providers,ntdieand services, access, utilisation,
evaluation, treatment, and continuity of care idatg outcomes of these services. In all
studies the sample sizes have been small and wetsserily representative of typical

service populations.

Brown (2005) proposes future research that coulttems$ aspects of service structure
such as how psychiatric emergency services by rdifteproviders are comparable in
organisation and content. Whether presentationgifferent geographical and clinical

presentations are significant and how extensivealifierences are in terms of impact on
outcomes. Published research was found that dex@l@gmd evaluated a psychiatric

screening tool to use across emergency services.

Brown (2005) found that while few empirically basedtcome studies exist within
literature those that exist utilise a number ofeddnt outcome measures making cross-
study comparisons difficult. This is because ofagpective and lack of pre-existing
outcome data plus lack of a standard tool. Devetygnmand testing of standardised
outcome measures factors are associated with cBatisfaction, inpatient service
utilisation and variation in arrangements thatuaefice patient and service outcomes need
to be considered (Brown). An evaluative approacta demplate for understanding of
structure, process, and outcome dimensions ofcgemwould help to identify necessary
changes and developments mental health emergendgese(Brown).

While there is considerable information about tbasultation and liaison model of care

much of the literature is descriptive and framed arganisationally. There appears
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nationally and internationally to be overlaps betwerole descriptions, because of
organisational differences it is difficult to clgadifferentiate a specific role. Some have
looked at the effectiveness of the role but thieroidescribed the service with the actual
aim to expand the service or support existing @see rather than showing valid

evaluative processes that could be replicated.

Mental health nurse liaison and ED mental healthbseaumnodel is relatively new in
Australia so information is valuable in terms of lforce development options. The
PECC nurse role has elements of both these modelsver this is dependent on where
the nurse works. PECC nurses are located in laogpitals where the staff is working at
expert levels as consultants, through to smalleices staffed by specialist mental health
nurses to services away from the ED staffed byllEtrourses. No studies are specific in
what the PECC role is or should be, nor, are tokyar description of the education level
of each nurse. The assumption is that the rolelsbgilthe same as either of the other
models.

There is little evidence in any of the models abmowsing work and evidence that nurses
actually provide a range of therapeutic interadido patients and their families that
would be expected in this environment. Therefor@ranwork to evaluate patient

satisfaction and how the nurse affects this on ity desis is required. The evidence
shows that there is little known about the PECGiserand how it operates. What is
known is that St Vincent's PECC is a nurse-led iserthat consists of specialist mental

health nurses who are supported by doctors’, EDnaultl disciplinary teams.

The term nurse-led clinics/services first appedredursing literature in the 1980s but
this accelerated further, extending to a numbesp#cialty services during the 1990s
(Hatchett, 2003; Wand, White, & Patching, 2008)tdHatt defines the nurse clinic as “a
clinic where a nurse has his or her own case I¢pd2). This definition suggests this
involves enhanced autonomy for the role nurses plagdmission and discharge from
clinics, along with appropriate referral to otherahth-care colleagues. Wand and White

(2007) advanced this concept by suggesting nutbedknics aimed for costs
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effectiveness, better integrated pathways of came, reduced hospital stays. However,
Wand et al. (2008) indicate that nurse-led cliiaa be simply an extension of a medical
service and that there has been lack of rigoroypdoeation or substantiation as to their
value. Hatchett had previously argued that it wascal for nurse-led services to be
perceived as a specialist, as well as a cost-efeetiealthcare alternative rather than a
second rate service resulting from consequenceevefworked medical colleagues.

Unfortunately these services are not always adetyuavaluated.

St Vincent's PECC is a nurse-service because theesudo all the coordination and

liaison with other services and families, includimgeparation of care plans and
therapeutic interventions (St Vincents, 2008a). &acently, the introduction of the bed
management role has extended the PECC nurses’ sfopeactice which is a major

factor in decision making and service provisioradocal level. PECC nurses and their
role are crucial in the provision of mental heatdre to patients who present to ED,
provide access to specialist services and ensatepitients are assessed in a timely

fashion.

Conclusion

There are three main models of psychiatric emenrgeace provided in Australian EDs.
The first most utilised is the consultation modélene Acute Care Teams or Consultation
Liaison Services assess patients who present tefhelhe second is that of the mental
health nurse in ED and the third is the PECC serWost research to date has been on
the first two of these models with PECC being aenmtcoption. The models vary
depending on where the nurses are located, whadmstbilities they have of patient care
and how they are valued by staff and patientsleList known about these models from a
nursing perspective and as mental health patiesgsBD these models of care will be
utilised in a variety of settings. This research address some of this gap in knowledge

by focusing on one PECC service and gathering mmédion from a nursing perspective.
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Chapter 3: Description of the psychiatric emergencygare service

Introduction

This chapter presents an overview of the St ViriseAbspital psychiatric emergency
care centre (PECC). It describes the service aed o nurses in the provision of care. It
is written from my perspective as a nurse workinghe service and from hospital and
government documents which provide national stratéigection and policy in relation to

mental health services. | begin this chapter witloatline of the national imperatives that
underpins the development and current service geavby St Vincent’'s PECC services. |
then describe the St Vincent's PECC service andeinafdcare which are the focus of this

evaluation.

Background

In 1992 Australian Health Ministers agreed tiNational Mental Health Strateggs a
way forward to the development of mental healtlomaffrom 1993 to 1998. The Strategy
identified several core areas for change, whickuahed the integration of mental health
care with general health services in mainstreatmgstand decreasing institutional care
by increasing community based care for those witimtad health problems. In 1998, The
Strategy was consolidated in the development oSdgwmond National Mental Health Plan
and again in 2003 with the endorsement by all healinisters of theNational Mental
Health Plan 2003-2008Australian Health Ministers, 2003).

In 2006 the New South Wales (NSW) government releas five year platNew South
Wales: A New Direction For Mental Healtb provide easier access to a wider range of
services to the people of NSW. Funding was allatdébe the development of several
PECCs within Sydney to provide an effective intégglacare system in response to the

increasing mental health presentations to emergaéepgrtments (EDS).
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Description of Psychiatric Emergency Care Centres

PECCs are 4-6 bed facilities normally located insBEDr patients with mental health
problems who may benefit short term interventioarvi®e provision includes priority
access to appropriate services, assessment, trdateresis stabilisation and close
observation of patients involving nurses and midaglinary teams (NSW Health,
2007). Patients awaiting transfer to an inpatiesd, lor who require further psychiatric
assessment and treatment from other services cadrbéted into PECC to avoid the
blocking of ED beds. Access to ED beds can be prodatic in most hospitals and
utilising PECC beds is one way of mental healthegpd$ avoiding lengthy waiting times
to access services. Another essential point, byramgssteady patient flow through triage
into ED helps to reduce patient waiting time todssessed and avoid patients leaving

without being assessed or treated.

Governance

NSW PECCs were set up in response to the incregsggentations to EDs by people
experiencing mental health problems. Emergency rtiepat and mental health service
initiatives were developed to implement coordinateffective and accessible mental
health services (NSW Health, 2007). St Vincentsnis of several mental health services
that come under South Eastern Sydney lllawarra Aealth (SESIAH) responsible for
corporate governance and accountability includiegal, quality and policy directives
issued by NSW Health (2006). SESIAH ensures thatgerformance indicators in EDs
are met which includes bed management and patmmtdoordination of mental health
patients. However, the day-to-day management otahéealth services is directed by St

Vincent's Director of Mental Health Services.

The PECC is one of 10 services within St Vincentantal health service. Other services
include inpatient unit, community case managenwdgr aged psychiatry, rehabilitation,
consultation liaison, shared care, mental healith lluiman immunodeficiency virus in
primary care; crisis intake and day clinic; clidicasearch for disorders and programmes

for early and prevention disorders.
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St Vincent's Psychiatric Emergency Care Centre

The PECC assessment and where necessary shosestége aims to meet the needs of
patients with mental health problems who requitefbnpatient care. Included are those
who may have organic problems. The service provalEsess to mental and medical
health specialist care between 24-48 hours thalesigned to avoid both hospital
admission and premature discharge into the comm{&itVincents, 2008a). The service
is staffed 24 hours a day by mental health regidtend enrolled nurses supported by

emergency, multi-specialty and disciplinary teams.

The aim of the service is that emergency psychiatire will be delivered by skilled and
knowledgeable health care professionals in an iefficand effective manner, while
maintaining safety and protecting privacy in a axdtly sensitive manner. Underpinning
the philosophy of care is that the delivery is ¢stesit with the values of St Vincents and
Mater Health Sydney. The values of compassionjcgisthuman dignity, excellence,
unity, mercy, hospitality and respect are at thee @f theCode of Ethics and Behaviour
(St Vincents, 2008b). The target group are adedal7 years to 65 years who live in
the SESIAH sector.

Physical environment

The PECC is co-located in ED and consists of st @bicles, lounge, two interview
rooms, unisex toilet and shower. Double curtairmaiad each cubicle allow each patient
to maintain some privacy. Each cubicle is fittedhwemergency equipment such as
oxygen, suction, intravenous tubing and fluid dohsg. This equipment is kept in a
locked cupboard above the patient's bed. The crashey containing a mobile

defibrillator is located in the emergency medicait @djacent to the nurses’ station. The
nurses’ station is designed so that staff can e@bseatients through glass windows

similar to a flight deck. Likewise the patients baeady access to staff.

The unit is under surveillance with cameras in srgach as the two assessment rooms

and lounge to observe patients who are very unveeiicidal or with unpredictable
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behaviour. The entry into the PECC is via electaecurity card or staff access. The
security personnel office is situated next to PEAD@ request for assistance is immediate.
In such incidences, there is an understandingstnairity officers are under the direction
of the clinical team. Nevertheless the securityicefs are not to be utilised for the

monitoring of patients, without the presence afickl team (St Vincents, 2008a).

St Vincent's PECC Model of Care

The uniqueness of the St Vincent's model is the lmoation of staff selectively chosen
for their speciality experience and ability to ntain autonomous clinical practice. Under
the former nursing framework there was little rotn clinical development because of
the additional tier of management roles. The odabteam consisted of one nurse unit
manager who was responsible for the day-to-day gemant of PECC. Responsibilities
included budget forecast, staff management, renart and retention of the workforce.
The nurse unit manager was involved with orgarosaiti planning and meeting service

strategies and deadlines.

Reporting to the nurse unit manager were two GlinMurse Consultants (CNCs) who
were responsible for mental health clinical praecand education of nurses in PECC, ED
and hospital wide. Although the allocation of roless directed by the nurse unit
manager, nursing practice was directed by the CNi®&re were seven Registered
Nurses (RNs) and one Endorsed Enrolled Nurse (EENate 2006 and early 2007 the
nurse unit manager, one CNC and four RNs resignéake career opportunities in other
hospitals. Mid 2007 remaining staff assumed exdsponsibilities to cover the work load
until new staff was recruited. Accordingly, the mnt CNC role expanded to include
PECC management and service bed management. Intor@woid burnout a plan for
recruitment and retention was developed wherebyam@ng staff were encouraged to
take additional management roles of personal istere

As a result the remaining nurses accepted theestgdl of undertaking extra tasks and the
development of new skills increased job satisfactiot evident in the early days working
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in PECC. The nurses concerned perceived the easlastas a short term venture.
However, over time the extra duties developed intwe senior responsibilities which the
nurses found both educational and challenging. Riés identified duties that were

above the RN role and submitted proposals for GdinNurse Specialist (CNS) positions
to St Vincent's Work Force Development Unit. Ind&2007 a new PECC management

structure and team were implemented.

The clinical team

The PECC team consists of medical and nursing. Staffre is one PECC psychiatrist and
three part-time psychiatrists, psychiatric regrstrand registered medical officers who
cover morning, evening and night shift. The nursiagm consists of one CNC, five
CNSs, five RNs, and two EENs. Nurses report to @¢C who also coordinates
emergency mental health services and ED patienbaddlow at a local level. The CNC
provides clinical expertise, consultancy and leskigr by maintaining an active role in
ED and is present for complex clinical issues inva staff, patients or carers. A large
component of the role includes policy developmeatiticipation in relevant Area and
State Mental Health committees contributing to bastical practice development. It
involves staff education, supervision, facilitatistaff development plans and annual
performance appraisals. In addition, nurses rejootthie PECC psychiatrist about patient
treatment, management and planning. The PECC pmyichi also provides staff
education and supervision. Daily three nurses Boeated morning and afternoon and
two nurses the night shift. On each shift eachentnas specific areas of responsibilities,
two cover PECC duties and the third assumes ED/PE0n (referred to liaison from

here on) role stationed in ED.

A CNS is rostered on all shifts and depending aiff stvailability there is often two on
per shift. The roles of the PECC RN and CNS aralainm responsibilities for patient
care and management. Each nurse is responsibtarés patients and coordinates their
medical reviews and multidisciplinary team meetingse majority of the nurses’ time is

utilised contacting services or families seekingimation about the patient.

31



The RN and CNS roles differ in that the CNS is rdgd as an expert nurse who has the
knowledge and skills of a ‘sub-speciality’ impaction the mental health and wellbeing
of people. For example, each CNS has a self idedt#rea of interest whereby they have
elected to become a resource person responsibélfmating patients, families, staff and
the coordination of specialist services. Areas apeetise include knowledge of
personality disorders, early intervention, moodudiers, alcohol and drug management,
perceptual disorders and mental health and disabilio maintain current CNS status
each nurse must be prepared to provide in-sendoeation on their areas of speciality

and act as a resource person hospital wide.

Annually the CNS nurse is given an opportunity pplg for reclassification of the role
and is assessed on the date of the initial appemtnAccordingly, the applicant must
produce current evidence of having met core kefopmances as outlined in the CNS job
description. For example, a CNS would demonstrate she/he advanced their clinical
knowledge in emergency psychiatry or contributeceitber research or education. An
important component of the role is an in-depth kieolge of the NSW Mental Health
Act, 2007. Another core role of the CNS is to pdevclinical leadership, consult liaison
resources and demonstrates skills in clinical coattbn, patient flow and bed

management.

The first PECC nurse role is the ‘in-charge’ pasitwhich is allocated to any of the full
time staff. A key function of this role involves magement of the unit, allocation of
patients to nurse skill mix, ensuring that medistdff, review patients; update risk
assessments and complete management and disclhemgeThe management of the unit
centres on the key aims for patient care whichojscommence or restart treatment,
stabilise the patient and link them to key servioegdischarge from PECC. Another key
function is keeping the CNC updated on patienbratid bed occupancy. The reason is
that requests for beds from other mental healthices are often accepted or St Vincent’s
patients who have presented to other areas reggiariation. The medical team will
consult the in-charge nurse for bed availabilityjsi the responsibility of the CNC to

negotiate with other health providers for bed oergy. In situations where a patient
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does not reside in the SESIAHS catchment, bed owatrdn or repatriation planning is
set in motion before admission into PECC. The thhput of patients into PECC varies
throughout the week; nevertheless bed occupancywesks is full to capacity.

The second PECC nurse is responsible for theicatéal patients as well as receiving
admissions into the unit. The admission processlueg developing care plans using the
Mental Health Outcomes Assessment Tool (NSW Hed&@@4) supported with other
assessment requirements which the patient is eagedrto complete. An important
component of the admission process is the ideatibo and reporting of patient
behaviours and potential or actual risks to theiothers safety. Another key function of
the role is escorting patients on transfer to othpatient units or general hospitals. In
these situations organising documentation is irea|\faxing of letters, assessment forms
and the collating of legal papers is important.estimated time of departure is negotiated
with the ambulance services and accepting headfhnisation is informed of arrival time.
Depending on the level of dangerousness, aggressidnagitation security services is
requested to accompany the nurse to transport dlienp. Both PECC nurses provide
assessments, observations, care planning rep@athiogt their patients to on coming staff
at shift handover. They are also responsible ferdischarge arrangements and referral
processing of patients to other appropriate sesvic@rientation of new staff and
mentoring nursing students is undertaken by all @E@rses likewise the provision of

education and resources to patients, families angrs.

The third PECC nurse role is the liaison nurse dhasehe emergency area responsible
for patients with mental health problems referrgdtive ED triage nurse. The liaison
nurse is directly responsible for the coordinatimincare of patients who require a
psychiatric assessment following medical cleardnoen the ED medical team. Groups
requiring assessment include persons affected g @é@nd alcohol, overdoses and
poisonings with the intent to die or who have sggiself harm behaviour. Once medical

clearance is determined the liaison nurse and jpsychdoctor will review the patient.
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People exhibiting antisocial, aggressive and ter@ag behaviour without mental health
problems are not usually admitted into the PECC rmowinally are escorted from ED if

behaviour escalates. Patients who have behaviptoblems and mental health problems
are transferred to the inpatient unit.

The liaison nurse may see up to 10 patients a.shifé PECC in-charge nurse can
transfer between 5 - 10 patients per week to variopatient units. The majority of
PECC patients will be discharged to the care oifr theneral practitioner (GP), family,
and carers or to appropriate services for ongoim@ avithin two days of admission.
Occasionally request for longer length of stay ECE is negotiated with the team and

bed manager.

The patient’s journey

The majority of patients either self present orazeompanied by family or friends to ED
seeking help from mental health services. Withiis tjroup some patients have been
referred by other services, clinics or GPs. Sonteipis may at the time of presentation to
ED be unaware that they require mental health suppaneet their needs. Another group
of patients are brought into ED for assessmenhbyNSW Police, Ambulance services;
Acute Care team or community mental health teangeuthe NSW Mental Health Act
2007. Under these circumstances, there is diremtsacto the liaison nurse who will
initiate mental health assessment process with RE€C medical team. In these
circumstances the PECC team assumes responsifalitghe medical, physical and
psychiatric assessment. Baseline observations kwdl lglucose levels are taken, and
blood and urine specimens sent to laboratory fatyars. The role of the liaison nurse is
to seek data about the patient from old notesam fother services who may have some

contact with the person.

In situations where a person who is in police aigt@quires an assessment, officers will
remain with the patient until the assessment cotegleThe assessment process is the
same as above and if the patient is not deemedathennwell she/he will return to
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custody of the police. The liaison nurse will emsuhat copies of the assessment,
management or treatment plan and risk assessmenprapared. In some situations
medication is recommended and administered to #teerg prior to leaving ED. An

exception to this rule is when a person who haseatah health diagnosis or history of
mental illness becomes the responsibility of thetalehealth services. Subsequently, the
patient will be admitted into the inpatient unit arforensic unit. Alternatively if the

patient is found suitable for discharge, copiestld assessment, findings and risk
assessment is faxed to the person’s general poaetitor a follow up request is faxed to

acute care teams or Community services.

The PECC registrar will consult the ED registraregards to the management of patients
who are too agitated, violent or aggressive. Thecess is if appropriate, first offer
patients oral sedation medications. However, ifdamanquillisation is needed both teams
will work together in the application intravenousapmacological intervention. Although
the liaison nurse is pivotal in the decision-makjpmgcess of when, why and who is given
rapid tranquillisation. The final is decision maalethe ED registrar, PECC registrar and
consultant. In these circumstances the managemesire is transferred back to the ED
staff and reviewed by the PECC team once the gai®ehaviour has stabilised. The
application of rapid tranquillisation is administdraccordingly to the protocols stated in
the St Vincent's Hospital ERapid Tranquillisation Policy and Guidelingd2007) and
the liaison nurse must ensure that documents cetatéhe tranquillisation are recorded

and collated.

Patients who require long term treatment, managearash care will be transferred to an
inpatient bed. Transporting of patients to inpédtenits from ED is the responsibility of
the liaison nurse. However, seeking bed occupamather health areas is managed by
the CNC. In circumstances where there are no beaitable, patient swap is considered
by the bed managers involved. Alternatively, anatrgnt who is stable and considered
suitable for PECC is transferred from Caritas (8tcént’s inpatient unit) creating a bed
for the new arrival. Patients who may benefit frarbrief stay following an acute crisis
situation are usually considered suitable for admisinto PECC. Importantly, the liaison

role is designed to provide rapid assessment aedvantion for psychiatric emergency
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care at the point of contact with hospital emergestaff. The aim is to ensure that all
referrals are seen in a timely manner and thaeptiare offered mental health treatment

or linked in to appropriate services.

An important component of the liaison role is omgpeducation and provision of mental
health resources to ED staff, patients, familied eawrers. All CNS and registered nurses
(full time PECC nurses) undertake the liaison eotd are in direct contact with the CNC
for the management outcomes of ED presentations. rékationship between the CNC
and liaison nurse is based on the principles ¢ padictice, leadership and support. An
example is the CNC is available at all times whesguired and is personally involved the

care of people with complex needs.

During the hours of midnight to 8am there is no REGedical officer on duty, however,
an on-call registrar is available for all consutias. Patients who self present to ED
during these hours are either assessed by theGN®yor senior RN who in consultation
with the ED registrar will develop a managementplBhe availability of these nurses to
complete assessments in ED depends on the avigylabfl a mental health nurse
seconded from the inpatient to cover PECC untiessments completed. Alternatively
and depending on the acuity of ED, a nurse may biscseconded to PECC. This
important process is upheld because of safety nsasmad two nurses remain in the unit at

all times.

The management of acutely unwell patients and theke are drug induced or
intoxicated are cared for by the ED staff until neatly cleared or referred to the liaison
nurse in the morning. In these circumstances thedgixstrar will confer with the on-call
PECC registrar. The decision to admit any patieht wnay benefit from an overnight
stay in PECC can be made at the discretion of CN®msultation with the on-call PECC
registrar. This process ensures that registrarimfdkrm the consultant of the day whereby
all admitted patients have access to specialisgt. d&fore any patient is admitted into
PECC they first must be accepted by the on-calsglbant. Patients who have remained

overnight in ED are reassessed, and, those whohaeg presented early hours in the
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morning and not seen are assessed within the Mbarnight shift CNS or RN will hand
over to the morning shift liaison nurse the listpattients and activities involved in their
care. The aim is to check the status and documentat each patient in preparation and
prioritising them according to urgency of care rieggl

Documentation in patient notes

Documentation is an important part of all nursiotes. There are legal requirements in
the reporting of patient’s day-to-day care as \vaslimaintaining patient confidentiality.
On each shift PECC nurses are responsible for tieggpatient’'s mental status, changes
in behaviour, non adherence of medication or treatmand risk levels including
dangerousness toward others, self harming behaviawicide and homicidal intent.
Patients’ notes are regularly audited by a seréspecially selected by the national
mental health service to monitor the documentatibnotes and patient care. Scheduled
patients under the NSW Mental Health Act 2007 hapecific guidelines for
documentation as to when, why and where a patsediagnosed with a mental illness or
mental disorder. Incorrect documentation can reswmltan un-well patient being

unscheduled and discharged back out in the comgunit

Incident reporting is another important aspect afcuimentation. The quality
improvement unit oversees all incident reports Whace written on electronic template
called the ‘Riskman’. Documentation aims to proteuirses from missing vital
information regarding delivery of patient care aprbvides a framework to guide
treatment toward the patient’s recovery.

Security Service

The safety of public, patients and staff is pivdtalthe delivery of health care and the
hospital security service plays a vital role in maining the safety of all concerned, be it
within the hospital or its surrounding parametdRequest for security assistance is
through activation of personal duress and hard dimess alarms or dialling the hospital

Emergency 555 number. The security team will agsisigh-low violence risk situations,
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apprehend absconders who are scheduled under té Méhtal Health Act 2007 and

assist with persons with special security needkerED, for example, victims of crime.

The security team assists PECC staff when pat@m@tought to ED by the police or
Acute Care team. Before assessment commencesttbietps searched using the security
metal detector for articles that can be potentigapons or used for self-harming
behaviours. These include belts, laces, lighteohil® phones with cameras and chargers,
sharp utensils and solutions of all kinds. Patipatsonal property is documented,
labelled and put into a locked cupboard or for $a&feping. Jewellery, money, passports
and bankcards are locked in the ED safe. Retrieartigles from the safe is done under

the supervision of the security team.

The security team assist PECC staff with agitated/iolent patients. The team are
effective in the management of patients who havieabeural problems and/or are
abusive, intoxicated or threatening staff. Nevdebe it is the clinical staff responsibility
to direct the appropriate strategy in managing ehpatients. The security office is
adjacent to the PECC unit and ED which allows forramediate response time when the
alarm is activated. Security staff will accompang(& nurses to transport aggressive

patients via ambulance to other health providers.

Triage process to ED

Patients who present to ED are triaged accordinghé Australian Triage Scale (St
Vincents, 2008a). The aim of the triage proceds islentify and categorise risk according
to the patient’s description of health problem &l of urgency of the responses required.
The assigned triage category is based on cliniedentation and degree of risk to self and
others. Once a person’s rating is establishedemiatwill have access to medical and mental

health specialist care. Patients however, are inettty triaged to the PECC.
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Triaged patients who fit under the category of wduy status are referred to the PECC
team following a medical assessment by the gel#aihedical staff. Referrals to mental
health services are accepted from families, pulgychiatrists, general GPs, police,
community teams, drug and alcohol services, se$gmters, including homeless persons
and persons seeking addiction services. Furthermeferrals are accepted from drug and
alcohol services, consult liaison team and phartoggoservices. In these circumstances
there is dual management of care whereby individsalvices or team retain
responsibility and liaises with PECC staff who ntains a caretaker role.

Table 1: Emergency Department Triage Categories ugan Mental Health

CATEGORY Acuity PRESENTATION
1 Immediatel Immediate Risk to Self or Others
y Acute Agitation/Violence
- , Escalating Risk to Self or Others
2 Within 10 minutes Agitation / Threats of Violence
i , Risk to Self or Others
3 Within 30 minutes Confusion/Withdrawal/Intrusive
i Low Risk to Self or Other
4 Within 1 hour No Agitation/cooperation/coherent
No Risk to Self or Others co-operative
5 Within 2 hours communicative /complaint with
instruction

*Source: St Vincents. (2008a). Psychiatric EmergeGare Centre (PECC) Operational
Manual (p. 11).

Excluded from routine admission to PECC are childrader age 17 years. However, in
exceptional circumstances young patients can beitidin Decisions for admission

usually involved several agencies whereby the gp@t services are involved the care
of these patients and nurse specials are assignaortitor them to time of discharge. In
all instances these patients were waiting for abdeél placement and transfer to
adolescent mental health services. Other patientsare excluded from PECC admission
are those with severe medical problems and thogeandbehaviourally disturbed. Those
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included are patients who need longer than 48 hadmsssion and those who do not have

a mental health problem (St Vincents, 2008a).

Patients who are intoxicated, drug overdoses, llsthiaide attempt (hanging, slashing or
gas inhalation) and others are scheduled undeN®& Mental Health Act 2007 for
safety reasons whereby they may be at risk tometfthers. While these patients may
require medical intervention and are the respolitsitaf the ED staff, the liaison nurse
and PECC doctors are involved in the managemerihade patients. As soon as the
patient is medically cleared by the ED team thesteepts are referred to the PECC team
for mental health and risk assessment. Patierdsrfiust be accepted for admission into
PECC by a Consultant Psychiatrist or ED Staff Sgdesti The following assessments will

have been completed before the patient leaves B8y ihclude;

Initial medical and mental health assessment

General observations completed of temperaturegpmugnetry, heart rate, blood
pressure, blood sugar levels, urine screen, blaakisn and Glascow Coma

Scale

Completion of mental health assessment with promai diagnosis, treatment

plan and care pathway

Completion of risk assessment of suicide, self hgyatential for violence and

absconding without leave.

Patients suitable for PECC admission are those avhcstable but have a mental health
and medical diagnosis which needs monitoring andagement. Included are patients
with mental health diagnosis in need of furtherestigations to exclude or manage
organic or co-morbidity problems and those requgi@nbrief admission for management

of existing mental health problems (St Vincent)&t).

Admission process to PECC

The PECC offers a secure and therapeutic environmewhich patients receive rapid

specialised treatment and admission up to 48 h&®EEC also is utilised by patients in
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the care of community and inpatient services fabiisation and continuity of care.

However, there are no direct admissions into PE@G patients are first processed
through ED. The criteria for PECC admission is destiated in the algorithm (Figure 1).
Firstly a patient’s provisional diagnosis indicapsychiatric illness or disorder. Secondly,
patient requires brief admission less than 48 haadsfinally the patient is accepted by
the PECC psychiatrist or on-call. While the PECG@igear is responsible for negotiating
with the psychiatrist for the patient to be adnditte either PECC or Caritas, it is the role
of the bed manager to accept or decline an admissio

ALGORITHM FOR PECC ADMISSION

_‘ | Prowvisional Diagnosis Indicates Psychiatric lliness/Disorder | YWES

_- | Patient Requires Hospital Treatment | __
__‘ | Admission Length Is Likely Less Than 48 Hours | __
__‘ | Patient Meets Criteria PECC For Admission | __
Psychiatrist/ED Physician Approves Admission }fi‘

Patient May Be Admitted To Psychiatric Emergency Care
Centre

Patient May Be Referred To an Alternative Service
« Consultation Liaison Psychiatry

Acute In-Patient Care

Intensive Psychiatric Care Unit

Alcohol And Other Drug Service

Prevention And Early Intervention Service

Psychogeriatrics

Community Mental Health

GP

Mgo

Figure 1: Algorithms for PECC Admission

*Source: St Vincents. (2008a). Psychiatric Emergebare Centre (PECC) Operational
Manual (p. 13).
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PECC beds are limited to six and no admissions tviernumber are permitted. If a
patient is identified as requiring a bed, and tB€E is full to capacity, then alternatives
for admissions include seeking transfer to anoBteCC or initiating bed flow measures
within or managing the patient in ED are adoptedwElver, the last option is not widely
accepted by ED or Area Health Bed Management Olfe@ause of possible long length
of stay in ED. Accordingly patients must be disgjea from the ED no longer than 8

hours.

Mental health presentations to emergency departmerand PECC

The figures show significant increases in the ahratas of mental health presentations
to ED (Table 2) while PECC admissions have remairgdtively stable since the
formation of the service. The total number of paseadmitted to PECC from when the
service opened is 2153. This increase in the numbpresentation to ED is in line with
mainstreaming mental health services and the oreatfia single point of entry to mental

health services through the ED.

Table 2: Mental health ED presentations and PECC aalissions 2005 - 2008

Year ED Presentations PECC Admissions
2005 2,833 48
2006 3,847 693
2007 4,911 698
2008 4,987 714
TOTAL 13115 2153

The figures and tables identify the statistical ea¢p of the ED presentations and
admission to PECC which have been gathered frompikdbsPatient Administration
System (HOSPAS) and Emergency Data Information eéBys(EDIS) data collection
programmes within St Vincent's Hospital. Also, dateluded was manually analysed and

contrasted from the patient register within PECC.
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The figures for ED presentations have increasenh f2@05 to 2008; full year data for

2006 compared with 2008 indicates a 43.19% incredsreas PECC admissions have
only increased 2.02% over the same time perioda¥@nage the number of presentations
to ED for mental health assessment and interveritedarral on, admission or community

follow) are 9.3 per day. Over the period that PEI@(S been fully functional there has

been a steady increase in the number of presemtatid assessments conducted within
the ED. The data analysed has identified that there been a 43.19% increase in
presentation to the ED.

As Figure 2 shows more males than females werettthtio PECC between November
2005 and December 2008.

Patients Admitted to PECC

800

700 + — Bl

600 -

500 7 @ Male

400 -+ m Female

300 | 0O Total

200

100 -
0 I_i_|

2005 2006 2007 2008

Years

Figure 2: Total mental health patients admitted toPECC 2005-2008
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Figures 3 and 4 present the findings over the yiaeye and gender. These figures show
there are no clear patterns for all age groups) thié most common age groups for both

genders being 25-34 and 35-44 years.

Females Admitted to PECC
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Age Groupings

Figure 3: Females by age and year of patients adrnsd to PECC 2005-2008

Males Admitted to PECC
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Figure 4: Males by age and year of patients admitteto PECC 2005-2008
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Bed Management

Bed management role is the responsibility of theCGidwever, the liaison nurse assumes
the role after 6pm and when the CNC is on day®otin leave. Bed management role is
undertaken by PECC nurses who work in the liaisofe.rlt involves effective
communication, coordinating and negotiating skilihe management of patient flow.

Patient flow within ED in terms of length of stag monitored by SESIAH bed
coordinator therefore the CNC or bed manager wdlutarly update SESIAH on the bed
occupancy of PECC and mental health patients in Bl reports are prepared at the
beginning of each shift confirming bed occupancyriage, ED, PECC and the inpatient
unit and forwarded to SESIAH. The aim is to avoet lblockage in ED and maintain
patient flow into the appropriate services. In geimstances of bed blockages occurring in
the PECC or inpatient unit, beds are then sougdht,dirst within the local area health

services and secondly from other areas.

A factor that impacts on bed shortage in St Vingastits locality. Many patients who
present to ED are holidaymakers and people whoifivihe outer suburbs of Sydney.
Another reason is the easy access to alcohol, pdltyand designer drugs preferred by
young folk seeking the popular dance party scehe. [bcality is certainly the case for
majority of police presentations to ED needing bsytric assessment. St Vincent's
hospital is surrounded by many hotels, restaurant$ cafes. Attempts to repatriate
patients back to their local hospital are usualhguccessful because of reported bed
shortages. Consequently many patients admittedABOC or inpatient unit are from out
of area and often block beds allocated for St Mitisepatients. Nevertheless, since its
inception the PECC unit has had a positive impattiraproving patient flow and
reducing delays in ED. A positive outcome is therallepment of excellent working
relationships between the ED and PECC teams anthgha resources and knowledge.
It is maintained through communication and consioitawith each other. The effect has
shown improvement on service delivery and patieare cand to date there has been
minimal numbers of absconding patients from the &1id no reported post discharge

suicides.
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Role Effectiveness

While the new care model has given the nursesenPlBCC unit more autonomy and
recognised the increased responsibilities for oapatients there is no evidence available
on whether the new RN roles are effective. Curyeatfectiveness is measured by the
monthly Bed Capacity Report, which reflects the thbntotals of patient numbers seen
and PECC admissions. The culture is that we assuemare doing a great job because of
our high patient turnover and low recidivists amul post discharge suicide. There is
considerable literature around the establishmedt effectiveness of PECC units that
identifies a clear need for such units, howevelg effectiveness of nurses in this area

that has not been researched.

Summary

This chapter has described how St Vincent's PECQQice evolved and provided an
overview of the roles of clinicians especially th&ses who work in it. It highlighted the
relationship between ED and other services for PBOSes to work effectively in the
ED. The following chapter presents an overview led tmethodology chosen for this
research.
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Chapter 4: Evaluation Methodology

Introduction

This chapter is written in two parts. The first fpdescribes the methodology evaluation
research drawing on literature to background anglagx the approach involved.

Evaluation research involves systematically acggirand accessing information for
formative, process and impact or outcome purpo$esclim, 2006). The information

therefore assists in the “decision making processes [is] used to develop quality
programs and services” (Unrau, Krysik, & Grinn&005, p. 474). The second part
describes the research design for the project.

My arrival at St Vincent's Hospital resulted in naptering a new cultural environment
where the model of practice was one not seen ilNtdve Zealand. As a Bbri the need to
understand the kaupapa (scheme, subject, theme, paogramme) of my new
environment was essential. This, along with thewkedge that the model of care was
successful as evidenced by the case load for tiveesencreasing by 1.1% annually led
me to seek a methodology that could systematickdicribe the service. While there are
various types of research approaches that could baen utilised, evaluation research
was the methodology chosen to describe and reviewPisychiatric Emergency Care
Centre (PECC) service. The impact of this new senan consumers and PECC and
emergency department (ED) nurses was the focufeofevaluation. The evaluation’s
purpose was to inform stakeholders of potentiaviser improvements and inform

ongoing development.

Exploration of evaluation methodologies

Evaluation methodologies are traditionally suppbrt®y positivistic perspectives and
values of scientific inquiry in that they oftenlig® numerical and statistical methods of
analysis that are objective, measurable and rdpégaValsh et al. 2007). There are wide
diverse viewpoints surrounding essential requirdmefor effective evaluation in

contemporary settings. These require inclusiverméssnique stakeholder views which
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have resulted in more expansive inquiry that @dis variety of methods (Hall, 2004;
Walsh et al.). Evaluation is politically and fislgaimportant in today’s complex health
environment where funding is transient and accdailittato stakeholders, especially to
patients, is an increasing focus. Evaluating thesequences of actions is fundamental to

health services and nursing practice.

While there are various definitions of evaluatiooohcur with Koch’s (2003) definition
of “evaluation is applied research for the purpadeinforming action, enhancing
decisions and making and applying knowledge toespiroblems identified in practice”
(p. 233). Evaluation research in clinical pracigetilised for the purpose of investigating
how well a programme, practice or policy is workiiRplit & Beck, 2006) and “includes
any effort to increase human effectiveness throsgbtematic data based enquiry”
(Patton, 1990, p. 11As such the aim is to determine the impact or eftécan event,

intervention or organisational change on healthiser its staff or patients.

The need for evaluation research in health hassased over the past two decades
prompted by the growth of evidenced-based pradame the high costs of healthcare
(Walsh et al. 2007). Indeed, the impact of govemmmeagencies, professional
organisations, and individual calls for evidenceddd practices in the clinical settings
has seen an emergence of evaluation researchedtiirs the development of health
policies, quality assurance programmes, healthadircand promotion, human resource
management and services development (Koch, 200&oheSteele, & Mize, 2006).
Peterson (1997) maintains that as “economic coetiogs and policy planning
imperatives have increased so too has the demandcdount for the success of
programmes and to plan for the most effective dsespurces” (p. 98). As demand for
evaluation of programmes or services by public amgsn gathers momentum to
demonstrate effectiveness which in part involvesfgpmance measurement, policy
development and practice to be more accountableeaideénced-based (Wimbush &
Watson, 2000), problems have occurred becauseeafdimplex relationship between the
health system and health care delivery which ing®ltauman interactions and practices

based as much on custom and practice as on evi@@faish et al.).
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To a large degree evaluation research is firmhaldisthed in social and public policy
texts (Ellis & Hogard, 2006) while information ignited in nursing literature (Polit-
O’Hara & Hungler, 1995). Historically, political ehges in the United States of America
and the need to analyse social programmes thatadidppear to be working saw the rise
in evaluative research. Accordingly, applied sopiaicy methodology increased in status
because of the need to logically analyse costsbanefits associated with programmes
(Meyers, 1981; Robson, 1993). Evaluation reseadiiresses these issues, which is
appealing, however, quality issues associated thith research often lead to negative
criticism. One way to address criticism is to destoate how research findings will be
promoted (Patton, 1997). Furthermore, limitatioren cbe reduced by ensuring a
comprehensive process that addresses financidhrpences and management issues
and by determining the evaluation meet specifippses.

Process and impact evaluations

Process evaluation describes and analyses the wagwaprogramme or procedure
operates and assesses how the impact activitibe aftervention can be used to interpret
outcomes and inform future planning (Polit & Be@Q06; Viadro, Earp, & Altpeter,
1997). Process impact evaluation (particularly @ivrservices) needs to be all inclusive,
and can be achieved by considering two key evanapproaches; process and impact or
outcomes. Process evaluation involves a compreyemnsview of the program/services’
activities, programme quality and who it reachésah also establish the degree to which
a programme is operating as intended. Impact @ooues evaluation measures the effect
of the service or programme in relation to servagectives and what impact a
programme has on health (Hawe, Degeling, & HalBQ)9 According to Owen (2006)
although the emphasis of an impact evaluation iswinomes, such evaluations can also
result in a review of the characteristics of a pangme. In the case of the St Vincent
PECC service the intent was to determine what wovkf and what doesn’t in the
service that could then be used for further devekenqt.
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Study design

The evaluation was designed to complement exisémgluations by examining the
activities of the service since its inception atsdimpact on the ED and other key groups.
Existing evaluations of the service include consusaisfaction surveys. Particular foci
of the evaluation were to understand the rolehefRECC nurse and how they deliver
their service and to establish what is presentlgesstood about how well the PECC
services met the needs of those with mental hgaitiblems who accessed the service.
The evaluation’s purpose was to inform key groupwloat works well and what can be
improved and to inform the PECC team of potentialdyy improvements for the service.

The study design adopted a mixed method approdoly tlree main types of data. The

data types were:
. National and local documents;
. Existing national and local statistical data; and
. In-depth interviews with a group of stakeholders.

In addition, given the researcher’s role in the BEService, personal knowledge and

experience of working within the service were usedlaborate and explain the data.

National and local documents collected included Nesv South Wales Standards for
Mental Health ServiceNSW Department of Health, 1997and theNational Mental
Health Plan (Australian Health Ministers, 1992b). Further imfa@tion was obtained
though a library search that included specific PEf@Cuments from local and regional
sources. These were analysed for background infamand how PECC evolved in
New South Wales (NSW) and why this occurred. Topicsiterest were evaluations of
the working group involved in mental health, anslyand service specification and
provision; education and training in the emergethepartment and models of care (NSW
Department of Health, 1998). The findings from theé®cuments were used to describe

the development and background of the service epn 3.
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The national and local figures reported in Cha@tevere generated by gathering data
relating to patients who were triaged in ED withnta¢ health problems. Data were
extracted from the hospital's HOSPAS and EDIS imfation systems and then
transferred to an Excel spreadsheet so that admsssvere identified by year of initial
assessment, gender and age. Included were PECGsaninsi of actual bed occupancy
from November 2005 to August 2008. The purpose twagstablish the number of
patients who were triaged in ED and seen by the (PE@rse at the emergency
department. The total numbers were categorisedganaler and age groups as a basis to
compare with ED population data. These yearly senere converted to graphs for
reporting purposes. Pre-existing organisationah aegre collected, utilising information

already in the public domain.

A decision was made to interview PECC nurses, EBesuiand consumer representative.
Three interview schedules (Appendix 5, 6 & 7) weleveloped based on questions
arising from the literature review and the researsh knowledge of the service.
Interviews were conducted by the researcher. Thestopns for each group were similar
in focus. Structured questions were used to sdeknmation from participants regarding
positive and negative aspects of the PECC andhamirses’ roles, their views on the
impact of the service and their suggestions on wdwatld improve the service. All
interviewees were also to be invited to commenthenskills and knowledge required and
utilised in each of the nurses’ roles and what @dog improved from a nurse’s or
consumer’s perspective. In addition, PECC nursesewasked to describe their
professional qualifications and clinical experiersoel whether supervision was part of

their professional practice.

Recruitment of interviewees

The PECC nurses who had worked at the serviceiXaranore months were invited by

email to participate in the study. In addition, BD registered nurse and a consumer
representative were approach by the researcheus®aaf their extensive experience
working in a variety of situations with PECC stafid mental health consumers. These
people were chosen for their experience in workwth the PECC team because it would
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have been difficult to recruit volunteers in thieea because of the small numbers
involved and the time factor. My knowledge of this an internal researcher assisted in

this process.

Participation was voluntary and participants wewar@ that all information gathered
would be kept confidential. Prior to being intewesd it was expected that participants
would be given an information sheet (Appendixabput the study terms, and consent
form (Appendix 3) agreeing to participate and retmn of consent form should the

participant decide to withdraw from the study (Apgi 4).

Researcher trust and honesty were important in réggarch. To ensure privacy and
protection of the participant’s identity and intew responses, participants were
informed that all information and the recordingsubbe locked in a personal designated
cabinet and the tapes destroyed one year aftecaimgletion of the research. The tapes
were only heard by the researcher and supervisowere available to the participant if

they wished to hear their comments.

The initial plan to interview all participants wesviewed with the supervisor because of
low response from PECC nurses. While all PECC msunggre supportive of the study and
agreed to be interviewed, a number of participegdsiested to provide written responses

instead. Their reasons were:

Too time consuming; Need time to think about answérdon’t like being
interviewed; Too busy to meet for interview; | aoing on leave; Unsure if | can

make the interview appointment.

Time and distance in travel to meet for appointgerviews were major factors for the
request of written responses. A significant numbérnurses travel between 45-90
minutes to and from work on public transport andhet end of their shift ‘rush off

campus not to miss transport home. Therefore, argbsed reluctance to participate in
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interview after work, or on a day off, was undeostdy the researcher. Participants were
informed that written submissions would be an atadg@lp method of data collection for

this study. Subsequently, written responses wezepded from some registered nurses.

Analysis of interview data

Each participant interview response or written oese was analysed separately for
content and themes. As the interviews were corngtduo allow for different perspectives
during the analysis | needed to be open to diffe@eifhe content and themes for each
guestion from all interviews were then combineestablish similarities and differences.
The interview transcripts and questionnaires rdlateeach question were then read to
establish that all perspectives raised by intereiesvhad been captured in the themes that
emerged. After themes for each question were guoefl; triangulation of themes across
all questions took place. The interview transcrgoid questionnaires were read for a final
time to review that the analysis reflected therieav and questionnaire content. The

findings from these interviews are presented infdflewing chapter.

Rigour / Quality

Rigour in this evaluation related to three key areavaluator credibility, trustworthiness
of data and consistency. Credibility involves th#edree to which the evaluator is
credible and believable” (Owen, 2006, p. 115). Art#eat impact on credibility relate to
the researcher’s objectivity and accountabilityetnal evaluators gain trust and respect
over time in their work environment (Owen). As midal nurse specialist, with advanced
gualifications in mental health and education, glomith proven clinical expertise,
fairness and honesty in working with colleagues emasumers, | was seen as credible to
those who volunteered. As an educator | was abtiebate the benefits on doing this to
not only the organisation but to all the key staktdars and convince them of the
potential of this research to act as a platformfiother projects and to improve services.
Seeking permission from St Vincent’'s Hospital HumBesearch Ethic Committee
required that | had a credible history and theyenadble to trust my ability to carry out

this research. Also, the ethics of the study wesb articulated and issues addressed
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Trustworthiness of data can be measured by usingusamethods to check reliability of
data (Polit & Beck, 2006). In this research diff#reources of data were triangulated by
comparing information interviews with the other alaParticipants were able to cross
check the outcomes to ensure this matched theervietv response resulting in
triangulation through rechecking with the participdor verification. This is especially
important where qualitative discussions occur. fAgidation helps to counterbalance
biases from any one data source (Polit & Beck).eDthethods utilised in the research to
ensure data trustworthiness was the strategy eiguisie participant to listen to their
recording and check on themes to ensure accuracyeopretation and limit bias through
the analytical process. Also, cross member checkiag utilised in this research and a
service manager read a full draft of the thesis tvamths prior to submission. According
to Polit and Beck the use of cross member chedkiagases the quality and validity of

the research through checking and rechecking ofnmétion that has been given.

Ensuring consistency in this study was done in wways. Firstly in all interviews

participants were asked questions in a similar &rras outlined in the interview
schedule. This ensured that the interviews coulddyce the information for the
investigation. Secondly a systematic approach ® ahalysis was undertaken which
involved examining each interview transcript andesjionnaire separately using a

standardised approach.

Ethical considerations

Ethical considerations for this study had to comipbth with Australian requirements
given the setting of the research and with New a&hlrequirements where | was
enrolled in my studies. An application for approt@conduct the study was submitted to
the Victoria University of Wellington Human Ethi€@ommittee in September 2008. The
application was then forwarded to the St Vincerdsspital Human Research Ethics
Committee (HREC).
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Approval was not initially gained from St VincentdREC who required that the
researcher gain permission to interview ED stafirfradditional senior clinical directors.
Approval from the Director of St Vincent's MentaleBlth Service (Appendix 8) was
given in the planning stage of this thesis. A seéc@pplication with the required
amendments was resubmitted, however, St VincenREE had further requirements
including that the researcher utilise St Vincent4ospital Participant/ Consent
Information Sheet and Consent Form. Approval waalliy obtained in December 2008
from St Vincent's HREC (Appendix 9).

Patients rights were upheld as no case notes veeiewed and none were identified
within the interviews. Confidentiality of informath disclosed was maintained as
determined in the consent forms and confidentiatipntracts between participants,
researcher and organisation. The participants wdoemed that there were no foreseen
risks in participating in the study as it speciligaimed at obtaining information about
how the service work and no personal health infeionavould be collected.

All efforts were employed to protect the identitiytbe participants within the research,
however given that the PECC service is small; Bta€CC and ED staff are interested in
the evaluation; and that representatives from tbes@Gmer Group are generally known,
local people may be able to identify or know whangolved in the study. Participants
were warned of these possibilities and that quatatirom the interviews would be used
in the final thesis but not identified by individearather by the interview group, for

example PECC nurse; ED staff member and Consurpszsentative.

Summary

Evaluation methodology is increasingly important as means of identifying

accountability in today’s complex health environmedgvaluating the consequences of
actions is fundamental to best practise, informagion, enhancing decisions and
ensuring problem solving issues identified in paEctespecially when consumer needs

are identified. Evaluation research was identifaesi the most appropriate method to
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evaluate the St Vincent's hospital PECC servicescssion and ethical approval
identified that the utilisation of an internal ewatlor who was trusted to meet ethical
considerations allowed for easier differentiatioh ioterview questions that were
appropriate and relevant for the service. This esystic process impact evaluation
methodology allowed the researcher to investigademiodel of care which had not been
evaluated previously in this setting to determime itnpact on stakeholder. The following

chapter presents the findings from this process.
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Chapter 5: Findings

Introduction

This chapter presents the findings of individualefdo-face interviews with four nurses
and a consumer representative and the written msgigsdrom four nurses involved in the
Psychiatric Emergency Care Centre (PECC) servicke Bim was to examine
participants’ perspectives about the PECC servme, of the PECC and liaison nurse.
The focus of the interviews was to establish how BHECC service operates, identify
what works well and what can be improved and tormfongoing development. This was
accomplished through obtaining different perspestifrom participants based on their

experience and understanding of PECC service poovis

The interviews

The interviews on average went for 90 minutes vathange of 1-2 hours. The first
interview took two hours due to the researcheréxperience operating a voice recorder,
compounded by the position of the venue where riterview was held. The venue was
close to a bus station and the background noisafemed with the quality of the
recording. A change of venue and new voice recoassisted in the improvement of
quality of recordings. As a result of this expeden was better prepared for the next
interviews and these went smoothly. Notes werentatering interviews highlighting
points participants shared, pertaining to a padicquestion of interest. Verbal prompts
were used throughout the interviews to rephrasestoues participants had difficulty
responding to.

Four written responses were provided within 3 weskbe request, and ranged from 3 to
10 pages. Although it is usual to refer to intemeées as participants and written
responders as respondents, this distinction isnaate here rather all nurses are referred

to as participants as is the consumer represeetativ
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PECC experience of participants

The eight nurses were experienced registered nuisedad been working in the PECC
and Emergency Department (ED) between 6 monthsyears. Of these four had been
involved with PECC from the time of its inceptiondafour between 2006 and 2008.
Their clinical backgrounds varied from mental hieatursing only to, include general,
emergency and trauma nursing and management. Tiseoer representative had been

involved with other mental health services at al@nd national level for several years.

The nurses had a range of qualifications in additatheir registration. One nurse held
three hospital certificates in general, psychiathild and adolescent nursing and another
two hospital psychiatric certificates; five nurdesdd a diploma and one held a bachelor
degree. Two nurses were enrolled in post-graduttdies; one had completed two
Masters Degrees, one by course work and one bwndseand other nurse had a Post
Graduate Diploma and was mid way through compldtiegr Masters. Other nurses were
not engaged in any formal post-graduate studieseliexy two were in the process of
seeking suitable courses and learning instituti®@@me nurses reported that they had
attended hospital and external courses but dispetify them. One identified a course
attended, Psychosocial Interventions: working wiglople who experience serious mental

health problems.

Mental health experience of participants prior to FECC role

The nurses had worked in various mental healthsapemr to working at the PECC
service. These included working in community teaaasite to sub acute child, adolescent
and adult inpatient units, consultation and liajsdierensic, brain injury and
developmental disability, psycho geriatrics and iHIV mental health team. Two nurses
had worked in senior management roles; one astasisisurse unit manager and other as
Director of Operations: child and adolescent mei@alth services, Clinical Nurse
Consultant (CNC), consultation liaison, nurse un@nager adult services, crisis and

trauma.
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Six nurses said they joined the PECC service bec#us role sounded and looked
exciting and they were attracted to the conce@ néw service project. Two others had
previously worked in PECC as agency nurses covesiaff shortages due to sick and
holiday leave of permanent staff. They describeeirtlexperience as enjoyable and
supportive. Nurse 1 said &njoyed working in PECC and applied for a job whe.left.

In contrastNurse 2 said The staff easy to work with and helpful. Submittgdportfolio
and was successfulAnother nurse (Nurse 3) had used the servicesmfrsing agency
to find a suitable position in a mental health gErvFor them a factor for accepting the
role in PECC was that it pfovided opportunity for personal and professional

development in mental hedltfNurse 3).

Nurse 4 commented on the recruitment of staff te BFECC services. This nurse
considered that PECC jobs were poorly advertisedpaople only found out about them
by word of mouth. Frustration was expressed in seraf; “I haven't seen any
advertisements anywhere? As | long as I've beea herfve always used agency nurses;
waste of resources and time we do all the work agywNo information was available

on the staff turnover or use of agency nurses lbgtamtiate this picture.

Strengths of the PECC Service

The nurses reported the varying skills and expeeenf the team were the strengths of
the service. The most common view was the leaderskills of the PECC CNC.
Strengths were described using one or more ofdl@afing terms: Nurse 7 sums up what

many nurses said namely;

Cultural diversity of staff; combination of differe skill mix; autonomous
practice that is respected by peers and medicalf;staurse-led unit;
experienced nursing staff; cohesive team, highityualirsing practice; calibre
of nursing knowledge equals that of a clinical muc®nsultant; team led by a
encouraging and supportive leader.
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Two nurses also identified the role and functiorthe liaison nurse which they thought
was important to facilitate patient flow and toklisecondary services to primary services.
For Nurse 1 this linkage was dependent on tiaéstn nurse knowledge in medical and
psychological assessment, treatment and manageshenéntal health patients ensures
the patient receives appropriate care and servides for Nurse 2 it was about how the
“liaison nurse links ED to all the services out ihetcommunity”. Both nurses
acknowledged that liaison and coordination of sEwviand care were roles expected of a

nurse-led service.

Nurse 4 commented that the philosophy of St Vinsehtospital that “care will be
consistent with the values of compassion, justlto@mnan dignity, excellence, unity,
mercy, hospitality, and respect” (St Vincents, 2808. 4), is a strength of the PECC
service."We see everyone who needs help, no one is tuamexy”. The majority of
presentations are of people who are homeless angryjuthey are offered appropriate
care and very often leave after a meal and hokdrin

The consumer representative identified the unigsenaf the PECC facility as its
strengths. Based on short care stay, patient's immediate mmisl are dealt with.
Excellent facility is the best in NSW, state ofdhtewith no seclusion room; PECC food
better than CaritasTinpatient unit]. However, the consumer represéveatoted that in
feedback from mental health consumer forums mamswmers were unaware of the
PECC service and its role. Those who knew the sershhared a common understanding
that the role was to provide additional beds tq heith bed shortages in the inpatient
unit. Comments the consumer representative hadl veeluded; People only have short
stay and it seems to be pretty busy. The time t d@mn there was six people and quite a
lot of activity. | thought it was ED patients nansumers”.

The consumer representative emphasised the eHeetss of the service and suggested a

way for PECC staff to promote the service.
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There is no doubt in my mind of the importance thatPECC service plays
in the journey of people with mental health illnessthe system. Even
though we have highlighted several issues in tiiexview the issues mainly
relate to systems issues, influenced by lack aurees not by lack of care
from staff | have met and that if there was gomdpeé reductiorjstaff] thru

budget cuts it would be an area | would lobby vigaly not to be affected.
| would like St Vincent’'s PECC servifte] be nominated for an award next
year and will guide the application. | sefRECC] as a specialist service,

yes, it is effective.

Weaknesses of the PECC Service

Nurses commented on several issues that impacteédeodelivery of care perceived as
weaknesses of the PECC service. They included pbgsical design and structural

limitations of the unit;

The environment has no windows, no fresh air, nehivey machine or
laundry. Lounge looks like a waiting room. Justdaese it's a short stay
unit, 1 think it shouldn'hecessary look like a holding bayurse 5

Three nurses described weaknesses as the indiffetttnde of some ED staff toward
patients, poor clinical practice, lack of mentakltie experience of medical staff and
nursing shortages. For Nurse 1 it was thttitude toward patients that is what is needed
to change”;the change needs to be from one that foctme®ed occupancy, vacancies”
to be more patient focused. Nurse 2 consideredhlea¢ were areas for improvement and
extending practice by both nurses and doctors.

Nursing practice is not good as it could be; shéehgth of stay,
observation than engagement, not using basic slghsuld be running
groups, education programmes or counselling sessi®@ome registrars

lack experience dfvorking with] junior doctors.

Nurse 3 however felt that a weakness of the semwias work related stresses which

resulted in hursing staff high sick leave and the joding incredibly stressful”.
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Dissatisfaction was expressed by several nurses wihat they referred to as
inappropriate admissions. These nurses considdraid the admission criteria varied
depending which registrar is on duty and the inegpee of junior doctors. Inappropriate
admissions refer to those people who are admittéd PECC who do not fit the
admission criteria. These include people who argy dreekers, malingerers and those
hiding from the law. Another issue raised was #mahe patients often have inappropriate

requeststhey treat the place like a hotel, they keep aghkor diazepam’(Nurse 6).

Frustration was expressed by some of the nursesvietved with some ED staff is lack
of understanding of PECC staff role in ED. The canis indicate that patients who have
a history of mental illness and who are currentipke but in need of medical assistance
are discriminated in terms of not receiving appiatprcare. It was considered that some
patients Who require medical assistance are triaged low ptyd (Nurse 5) and aré&re

left in the waiting room’for the PECC tear(Nurse 6). It was also raised that people who
are intoxicated with either alcohol or drugs areewfescorted into the assessment rooms
which are allocated for mental health presentatems that theydre frequently left for
PECC staff to deal with(Nurse 7).

The consumer representative indicated that the tz#cla service wide Information
Booklet contributed to confusion among patientsoasghat, where and how appropriate
services could be accessed was a definite weakhéss service.

My aim is to improve access to information and feople who are
interviewed have provision for access to refereftce their illness or
diagnosis].My goal is that all MH services & EDs have touchresn
information screens available at their front doarsd consumers can access
them so they can be involved in their managemera# and recovery

process.
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Changes to the PECC Service

There was a shared view among nurses that PECCedemthdows, courtyard,
designated smoking outdoor area and a DVD playencén was expressed about the
lack of laundry facilities for patient us®atients sometimes come into PECC with soiled
clothing, how we can care for them if their clotlas filthy?” (Nurse 8) was a cause of

concern.

The consumer representative comments also supptreecheed for a courtyard and

designated smoking area.

The number one complaint consumers brought forvwartbrums was the
NSW Health Smoke Free Policy 2005. | believe itiwgdemented badly as
it overlooked important recommendations pertainitty mental health
consumers, that is, no provision of designated smyakreas for inpatients.

Nurses identified that some colleagues lacked kedge about external services
available to patients and to bridge the gap. Nireemmented|*d ensure staff visits the
places we send patients e.g., Gorman House andtbariglace so they have greater
knowledge of services therefore increase their idente when planning follow up
options. However, two nurses raised concerns about the tdckeedback and post
discharge tracking mechanisms to inform staff alpaitents who have been referred on
to other serviced’d improve feedback and post discharge procegessto know where

our patients have gone to see if our interventioege been successfulNurse 7).

Frustration was expressed with the workload oflitieon role; nurses indicated that bed
management and leadership were two responsibilitias interrupted effective work

flow. Nurse 1 indicated that theappointment of another CNC to provide clinical
leadership to staff and support current the CNC Mdae a positive changeand ‘the

extra CNC be responsible for bed management andmdtow’ (Nurse 7).
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In contrast Nurse 8 viewed the bed management aslan integral function of the
liaison role”. Liaison nurses are informed of available bedsoral hospitals and plan
patient transfer or repatriate them back to thatclitments area. Furthermore the liaison
nurse ensures timely patient flow in the ED redg@ntential bed blocking.

Nurses felt that some junior medical staff lackied tonfidence to work effectively and
confidently across PECC and ED, and that this ingmhcon patients being
reviewed/assessed in a timely fashion. Nurse 1 cemed “Medical staff are not

working efficiently and often move to next rotatton early” andNurse 2 indicated that
with “longer rotations and clinical direction, junior ddors would improve their

assessment skills and improve patient length gfist&D and PECC”.

Nurses indicated that they would like more educatio topics that covered three areas of
practice; clinical skills, therapeutic interventsoand information about other services that
impact on PECC specifically, Nurse 3 stated that “stould likemedical nursing skills,
more experience in drug and alcohol assessmentsuaddrstanding about the Alcohol
Withdrawal Scale”. Nurse 4 reported‘Training on cognitive behaviour therapy,
motivational interviewing skills and mindfulnesaiting would be beneficial to PECC

patients”.

Role of the liaison nurse

Nurses described the diversity of the liaison anel had similar views how they would
start their shift. Some tasks included; patientdraver and logging on to the ED
information system, reading patients notes, intotidn to patient and initiating patient
care. One nurse, however, indicated that a tymbét is one that is exclusive to ED.
Furthermore, can bevblatile and stressful, high acuity with limited adable beds”
(Nurse 5).
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Typical patient presentation and the work of the laison nurse

Nurses provided similar descriptions of a typicatignt as a person who is intoxicated,
male, has a history of alcohol and substance user;, poping skills with little or no

family support. He is aged between 25-45 years, dishevelled state, bought in by the
police, hand cuffed, under Section 22 (NSW Mentadlth Act 2007) with a request for a
psychiatric assessment for suicidal ideation andghts of self harm. Reasons for initial
police involvement varied although there are strimulications that this group of patients

have underlying behavioural and relationship issGeg description was

Picked up committing minor illegal act and whenemted stated he was
suicidal. Homeless guy, refused entry to all hostels for tingy has
nowhere to go to now feels suicidatgument with boyfriend who lives in a

hostel, self referred to policdlurse 5

Frustration was expressed about the managemendtieinfs identified in above group,

and of the impact of this group on the service.

Both PECC and the ED nurses talked of being sulgetd abuse, aggression, hostility,
and sometimes violence. This raised the issue &dtysaof self and others; and
appropriately managing complex behaviour. At timies required the patient to be
sedated and monitored in one of the resuscitatidncles normally used for major
trauma. In these circumstances patients remaihdncare of ED staff until their blood
alcohol levels stabilised, sober and medically relda Occasionally, in these situations
problems around patient management occur, espewibin all resuscitation cubicles are
occupied and ED nurses are busy. Nurse 6 expremseety and concern in these

circumstances feel so guilty when ED busy, | want to help lolain't have the skills”.

There was a shared view among nurses about thessidmiprocess for the above
presentation that is, inform hospital security;cdss situation with police; ensure legal
papers correctly signed; inform ED nurse specisigagd to observe patient and transfer

patient from police van to assessment room. Howeware the patient arrived into the
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assessment room nurses described varying methodgatignt engagement which

included offer of fluids or food; undertake baselmbservations or initiating treatment.

In the comments about recent patients cared ferfdtiowing descriptions emerged. For
Nurse 1 it was offeringfbod, fluids and clean clothes before initiating thssessment
process”’and Nurse 7Engaged with the patient to gather medical, psyiciiand social
history”. Nurse 8 was able to access vital information sushmanagement plan and
medical records from various hospital data-basesuse”l knew the patient” while
Nurse 2 fnitiated the assessment process, baseline obsengatdid bloods and request
urine specimen”In contrast Nurse 2 ascertained that the patient was hometessvas
seeking a bed for the night. The patient was refeto the duty social worker to find
suitable accommodation. Two nurses initiated ragidation process because pétient,
spitting, abusive and threatening harm to othersmBative, abusive and banging his

head into the walls”.

As part of the treatment process the nurses ideatthey had consulted several multi-
disciplinary clinicians and significant others knovwo the patient. They included the
PECC medical team, PECC consultant, ED coordin&®C and social worker. Some
talked of contacting other service providers fdioimation, informed hospital security
staff, patient's general practitioner and familpdainforming triage nurse, ED nurse-

special and police.

There was a shared understanding among nurses thigodischarge planning of patients
who are intoxicated and present with suicidal ideatNurse 5 sums up what many

nurses said namely;

Patient had a sober review, not suicidal, offerécoRol and Drug services,
accommodation foundischarged with follow up appointment to community
mental health services. Arranged overnight AcuteeCeBeam to follow up

and referred to Alcohol and Drug services.
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To better understand the liaison nurses work theyewasked to describe what they
considered was an easy or straight forward presentand what they considered was
difficult. Nurses generally indicated they foundipats who live in the catchment area
with identifiable mental illness and known to thexsces easiest to manage. One of the
main reasons is accessibility to patient detail$ @nrrent clinical noteSPatients in this
group have management plans, a case worker and raoteeasily accesse{Nurse 6),
while Nurse 7 describedsymptoms obvious, history available, previous fides be
located; the management plan is usually straightvéod”.

Another reason is the willingness of teams acrosallservices to participate in and
discuss the management of local patients who reatabilisation of their illness. Nurse 8
indicated These patients are brought in by the community teaoch usually fits the
PECC admission criteria’and patientSpresent at a time when beds are available and
community services are involved in the admissiod dischargé (Nurse 1). While
request for a PECC admission is usually discussgdRECC psychiatrist, registrar and
bed manager, clinical management of these patisnisaintained by the community

psychiatry team and cared for by PECC nurses.

Nurses described patients who they find difficultthe ED as those diagnosed with
Borderline Personality Disorder, narcissistic itiun@, history of self harm and who have
poor coping skills. Responses indicate that maatpn; unrealistic demands on staff and
inconsistent behaviour patterns make it difficutir fstaff to form a therapeutic
relationship with these patients. Frustration andiety also are expressed in nurses
perceptions of the patient, Nurse 2 consideredgituap as thallenging, time consuming
and demanding with no change in their behaviolNurse 3 stated that thegason | find
them hard as there is no early solutions giieby] are impulsive. They settle easily, but
still require extraordinary input”.For Nurse 4ome of these patientsonstantly needed
reassuring and validation of their feelings whiciinctake up a lot of time. | feel | am

always watching what | say @bey] are so sensitive and reactive”.
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Nurse 5 was more explicit and reported difficulty managing patients with complex
behaviours in critical situations! find hostile people more difficult than aggressior

violent individuals who are loud and abusiv&’he majority of nurses commented that
ED was not an appropriate environment in which emage challenging behaviour and

Nurse 6 indicatetrapid sedation as a choice for managing such bébaw.

Skills and knowledge utilised in the liaison role

The majority of nurses identified the advantagesisihg various communication skills
and behaviour management techniques in an attemngévelop rapport with patients.
Some nurses felt communication skills are the rmopbrtant skill required in the liaison
role. For Nurse 7Good communication, engagement skills, clear ameal, and still
express an underlying attitude of caretere essential components of therapeutic
intervention and‘active listening skills essential to patient engagent” (Nurse 8).
However, Nurse 1 uséthumour, clinical experience and reflective pradicin the role.
In contrast, Nurse 2 depended on clinical skillshsas the*ability to perform rapid
assessments; obtain patient history, identify rigksevent escalation of behaviours,
establish treatment and medication management ptnd at a different level Nurse 3
used “education, collaboration and liaison skillsiwhen working on shifts with no
medical staff on site. And another indicated thaing clinical experience and
communication skills contributed to patient flowtive ED.

Knowledge utilised in the liaison role were varigd description, Nurse 4 described
previous experiencesfrom previous mental health roles and working wikmown
patients is often used in the roleNurse 5 stated education and resources strengthen
knowledge base in practicd tise knowledge gathered from my studytryl to be
evidenced based and use resources from the intrreguiently”. The utilisation of
clinical practice and confidence in the use of infation technology were important
features of knowledge for liaison nurses, Nursesédilegal knowledge (NSW Mental
Health Act, 2007), assessment skills, diagnostigrmacology, physiology and health
and safety knowledge in their practice&hd Nurse 7 usetinental health information

systems and local knowledge of external servicegs, Mon Profit Organisations”In
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contrast, Nurse 8 reported that the lack of knogdedh clinical skills and experience
impacts on delivery of patient cafieconsistent level of experience and senioritytlod
liaison nurse and lack of physical clinical skillapacts on effectiveness of patient care

and flow".

What works well and what could be improved in theigison role?

There was shared agreement that the liaison rotksmweell because, it is inclusive of the
ED team and respected by both teams. Nurse 2 Hedanthat most nurses said namely;

The liaison nurse works well in terms of integratiand collaboration of
patient care in the ED. Liaison nurse understandthtservices and have
strong links to PECC. Liaison nursese approachable and resourceful

which was appreciated by both teams

Two nurses indicated that liaison nurses é&effective communicators and have
leadership skills”. Nurse 3maintains the liaison nurse links the services ttogeby
maintaining a physical presence in ED, ensuring CNC, PECC nur€ssitas, triage
nurse, ED coordinator and medical teams are alloiwed in patient flow and decision
making”. Even though some nurses were happy with the oelstip with ED, Nurse 5
noted that therélationship taken three years to devélojm contrast, others suggested
the relationship remains strain&them and us relationship’(Nurse 6), and rhaintains

better relationship with small group of ED sta{flurse 7).

On the positive side, nurses reported that ED stsdfthe liaison nurse as a resource and
provide leadership in the management of difficusitignts. Nurse 8 described the
relationship between both teams #&ECC and ED teams work well togetheNurse 1
stated that théclinical reporting was done well’lbetween PECC staff and liaison nurse
worked well. This is described by Nurse 2 as thaison nurse provides a good
handover. It's really impressive the way we worlkgrmmg liaison nurse will start a

process and afternoon liaison nurse will compléte i
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Nurses felt that collaboration and forging parthgrs with other teams and services was
identified as strength of the role. Nurse 8 repgbftmllaboration is important because
we provide a service that sits on a continuum pafent’s journey therefore we need to
form relationships with others services for the@acovery”’. Coordination, liaising and
directing services in the ED was another strendémtified by nurses. Nurse 3 reported

that nurses;

Liaises directly to senior psychiatric medical $tafaises with other
services on behalf of ED, early intervention, assemnt and treatment of
each presentation, ability to direct appropriateedatment for each

presentation.

Nurses’ responses identified several aspectsmitalipractice that could be implemented
to improve the liaison role. Dissatisfaction wagpmessed with the brief orientation
programme training period. Nurse 4 suggestattoducing longer induction period of
training new staff’and Nurse 5 statethew staff not confident to work in the ED within
three weeks of appointmentOne nurse indicated that the bed management ro¢e wa
stressful and wanted tovithdraw or reassign bed management ro{dlurse 6). One way
suggested to alleviate the stress was to designfti time a liaison nurse in the ED 24

hours, to spread the workload and improve patiemt &t night (Nurse 7).

In contrast, frustration was expressed about ra@itdent flow through ED especially
when busy; Nurse 1 stated it was importantibdofm doctors of unrealistic expectations
of quick turnover of patients”’Other issues expressed were the poor communication
between clinicians and lack of skills of nursest Rarse 8 felt'lines of communication
among staff required improvemerds did the‘'mental health knowledge of ED special
nurses”. Nurse 2 suggested that‘PECC nurses should improve their medical

knowledge”.

The consumer representative suggested nurses belydnvolved participating in
consumer forums:Nurses need to promote their role aggressively goadticipate in
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mental health forums. Introduce a liaison role suaryrin the mental health newsletter”.
On a positive side consumer representative adtegdback from Mental Health
Consumers Perceptions and Experiences of Servige®)s results were no verbal or
written complaints about mental health treatmentereed in ED or PECC”.Nurse 8

added that th&dentification of PECC nurses as part of the ERQlicates that there is an

integration of services in line with the nationaémtal health plan”.

The supports and structures that enable and that init the liaison role

There was a shared view from nurses that the rae wuccessful because of the
leadership style and support of the PECC CNC tsingrand medical teams. Responses
indicated that having access to and ability to t@@mnopen communication with the CNC
was significant in the strength and success ofRBEC service. They includetiCNC
strong leadership skills. Good relationship and mgemmunication with the CNC. CNC

is readily available to staff{Nurse 4).

The majority of nurses stated that effective comication skills featured highly in
strengthening the role. Essentially, the abilitctanmunicate to others at different levels
was important especially when negotiating for bedsl “building relationships with
other services and building rapport with patieni®urse 5). Others indicated team and
peer support and the fact all PECC nurses wereriexged mental health nurses enabled
the role to work well expressed dsinderstanding skilled mental health team. PECC
nurses have similar working backgrounds. We know kach works and work well
together” (Nurse 7).

Nurses reported that experience in accessing hekdth-bases and various patient
reporting data bases enabled the liaison nursetk more efficiently, Nurse 3 expressed
this as;“when nurses have learnt to access patient inforomatlata bases and service
policies, helps patient flow to run smoothedhd “easy access to on line clinical

guidelines and policies is very helpfulNurse 4). Nurse 6 highlighted reasons for
information systems trainingraining in understanding about how to access infation
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systems, e.g. ED information systems, CHIME andnet important because you need
to know what's happening at a service, local andiamal level”. While most PECC

nurses reported they access information systeragyadl number actually access clinical
guidelines and organisational policies. Howevee #rea of clinical supervision was

mentioned as important tetpport the liaison nurse(Nurse 5)

In contrast, nurses reported issues that make dlee difficult often occurred in ED,
namely attitude and actions of some ED staff antic®do mental health patients.
Concerns highlighted related to lack of empathy g@odr communication skills of
professionals because of inexperience dealing petiple suffering from mental illness.
Nurse 3 felt thatED coordinators regard for mental health patierjtgas they werehot

as important as medical patients. They find themtimes unhelpful and often not
supportive. Our patients need to be taken seriustyustration was expressed by some
nurses about the_ack of understanding of mental illness from the &&ff and police”
(Nurse 4) and Nurse 5 state8dmeED staff bring patients to us to deal with because

they too hard to manage”.

Issues of concern were expressed about the inexperiof nurse specials that monitor
mental health patients in the ED. The majoritylah were considered to have no mental
health experience; they are employed by nursing@gs and vary in nursing experience.
Nurse 3 considered thaED nurse specials do more harm than good, shouthat
patients and leave them unattendedhi. some cases patients have absconded without
been assessed by the PECC tealarse Special saw the patient leave but didn't do
anything or report it”. Language is another problem, for some agency swggeak little

English and communication is difficult.

Another issue raised is the level of some ED giedttices, Nurse 7 felt thadome ED
staff does not follow proper admission protocatsypropriate referrals were often made
and inappropriate patients are left in the assesgmeoms.What is implied here is that
on some occasions intoxicated patients who aretegt@daie put in the assessment rooms

and left without any discussion between teams lgptaken place. Many patients who fit
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this category do not have a mental health issubisiory. Nurse 5 expressed similar
concerns“we are given inappropriate referrals, usually #® who need extensive

medical input, for example, an elderly, confuseklydeated person”.

The intersect between the liaison role with that othe ED and PECC roles

There was a shared agreement among nurses tHatisio@ nurse intersects and involves
the ED and PECC staff in clinical decision makiegarding assessments, patient flow or
bed access. The role also provides legal oversiglthe application of NSW Mental
Health Act 2007 and as a resource in behaviour geanant. Two nurses felt that good
communication between liaison nurse and key EO sighificant in managing bed flow,
expressed a¥ED doctors consult us. Patient flow is managedliayson nurse, that is,
knowledge of where mental health beds afdurse 8). While the liaison role plays a
pivotal role in patient flow of mental health pressions in the ED, planning or outcome
of patients seen is discussed with PECC CNC, Eduoator and PECC medical team.

Nurse 1 described that the role intersects weh &iD for several reasons;

Maintains a physical presence in ED from 07.00 -0@2and provides 24
hour phone consultation for ED staff. Furthermotkat the nurse is a
resource for all mental health presentations agsisin assessment and risk
formulation. Liaison nurses are ED’s link to othieospitals, departments

and psychiatric services.

In contrast, concern was expressed that the liaisiose was held responsible for the high
acuity by some ED stafsometimes | feel that | am made to feel resporsitdhen there

are too many mental health patients in E@urse 2).

Inside knowledge and experience of working in PBGAS a reason given why the liaison
role intersected with PECGt intersects very easily because we are one i@ $ame
team.Use PECC team as a valuable resource and to delPECC nurses are very

helpful when busy in ED; PECC is an option for gaent” (Nurse 3). According to
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Nurse 4 it was an inappropriate use of PECC tevelbed pressure in EC5ometimes
patients are brought into PECC to free beds up Ihdnd the liaison nurse leaves them
for us to deal withUsually the paper work is incomplete and some p&i@ot suitable
for PECC”. The remaining comments provided insight into thigembility of inpatient

services and ED staff lack of knowledge about idiedn role.

Effectiveness of the liaison role

There were various examples of how nurses desctibedeffectiveness of the liaison
role. Direct access to clients was seen as impobecause itenables ED staff to attend
to general emergency casefNurse 1). However, for Nurse 2 increasing numhsrs
“mental health patients seen in ED was a measureft#ctiveness”The provision of
rapid response to intervention, care and treatiwen¢ other examples of effectiveness of
the role. In contrast, frustration was expressesufithe impact of bed blocking in ED
whereby liaison nurses felt ineffective in theiterdsometimes, due to bed block and
individual circumstances we are less effective,dugn then provide value by managing
the situation”(Nurse 5). Furthermore, on the rare occasion wtierdiaison nurse is not

available, ED staff has reported bed block and stomork flow.

Role of the PECC nurse

Nurses described the complexity of the PECC rolé simare similar views how they
would start their shift. Some tasks included; pdtleandover, S4 and S8 (Schedule 4 & 8
drugs are listed as prescribed only medicationgestrictive medications) drug count,
allocation of patients, reading patients notestoduction to patient and dispensing

medications.

Prepare daily staff allocation report; participat® patient review with
medical team; initiating patient therapy and goaltsg; prepare patient
for discharge and arrange follow up from other seeg; participate in
patient admissions, linking patients to supportvgass, seeking information
from other mental services, reviewing daily patiesk assessmenineet
with family, carers or external agencies, escottigrat to clinical diagnostic
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tests (CT scan, X-ray or EEG), organise and espatient transfer to their

catchment area hospital or to local inpatient.

Two nurses however, noted the different roles betwshifts and reported thahorning
shifts is taken up with patient reviews and disgeat and“most admissions come in the
afternoon shift”. In contrast, another stated that theight PECC role is more
autonomous and involves providing clinical overviawthe ED for mental health
presentations”.The night shift PECC nurse maintains a close @inrelationship with
key ED staff and PECC registrar on call and is kkg person who oversees police
presentations during the night.

Typical PECC Patient Presentation and the work oftte PECC nurse

Descriptions of a typical PECC patient providednoyses were similar across each shift.
Patients either self presented to ED or were referloy police, acute care teams,
ambulance and ED hostels. The majority of admissare transferred to PECC from ED
however; some patients in the care of the commuatg team have direct entry at the
discretion of the CNC and treating consultant. Reagor admission include; brief stay,

commencement of treatment and stabilisation of $gmp.

Patient presented to ED with suicidal ideation amdthreats of self harm
with numerous stressors and social issues. Theydagoor family support,
homeless, relationship issues and unemployed. Htienp usually has a

history of alcohol or substance abuse or gambliMgrse 3

In contrast, one nurse described a typical pretient®mn night shift as;patient not

settled in ED, still in the acute phase not in isiisesettled in PECC”.

There was a shared view of the work involved ingtimission process. They included;

Orientate patient to PECC; searched property widtignt for sharp objects
and weapons; removed medications; offered PRN magoic assisted

patient with self assessment forms; complete admis®rms; formulate
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nursing plan and ensure risk assessment complareanging an interpreter
to be available for patient review; encouraged patito ring a friend and
family and provision of information on the Mentaédth Act and Patient
Rights,Nurse 5.

In contrast, two nurses commented that some pati@mtadmission express to be left
undisturbed and therefore patient engagement magauoir for some timeusually they
have been on a binge, come in and sleep. Somenizatiee remorseful and sad, others
demand to leave and others are referred on to gpate services’(Nurse 2). Nurse 3
felt that the PECC nurse spends a lot of time pdstission gathering information and
background history about the patient from key pessolrhey include;‘contacting
specialist services, liaising with family, caregiw®r contacting current services involved

with the patient”.

Nurses described morning shifts as busy and chpatimpted by the volume of medical
staff present and patients waiting to be reviemedPECC and ED. Expressed as
“mornings busy with doctor/patient reviews. Disongsed in the morning and more
multidisciplinary staff around; more discharges apdtient movement in the morning”
(Nurse 6) Frustration was expressed about the waiting timBEC patients for their
daily psychiatric review by the medical team. Ngrsgported that patient outcomes were
dependent on how busy PECC doctors are in ‘HECC team are often engaged in
different ways depending on the situation in EDie@fwe change priorities to meet the
needs of PECC patients who are often left in limiaiting decisions of review{Nurse

1). Nurse 5 felt thatPECC patients are usually reviewed after ED patgent’s really

annoying for some patients waiting to be dischatged

To summarise, the level of activity for PECC nursksging the morning shift is
determined by length of patient reviews, medicaffstneetings and mental health
presentations in ED. However, there are more ablailsupport teams and services during

the morning shift including the CNC. The variabletiaties identified above often
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impacts on the work of the afternoon PECC nurserglihyethe morning nurse may start a

task and afternoon nurse completes it.

Nurses reported afternoon activity in varying degreThey included;PM shift a lot
quieter less team members to deal with e.g. doctord administration staff. Evening
shift more relaxed; Lot less people in the officBlireenurses commented that there were
“more admissions and discharges during this shaétd opportunity to spend with
patients. Difficult time to get patients interviedver reviewed by medical staff because of
ED presentation’s Another reported that the afternoon shift canelsra busy especially
when the liaison nurse unavailable because of stafftage.

Nurses described the night shift as quieter althooge raised an issue of managing
patients in the acute phase of ilinés€hallenging if one or more patients are disturbed
overnight as it is more evident than in the day lubege the proximity the beds are when

someone is awake, loud and restle@surse 6).

Nurses provided similar descriptions of the PEC@sauactivities involved in a typical

patient discharge.

48 hours brief admission, mood improved, patiergcliarged with out-
patient appointment to Green Card Clinic (Self Haand Suicide Prevention
Clinic). One patient had medications reviewed anscliarge to care of
friend. Accommodation in hostels was found for pabents and request for
follow up by Acute Care team forwarded to commumitgntal health

services.

Patient presentation is not straight forward arftedint types of behaviours influences
patient and nurse engagement which may or mayameze the intended outcome. Four
nurses identified patients who fit the criteria &mmission into PECC as straight forward

admissions. Patients in this group are perceivetwamting help and have insight into
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their condition with better outcomes and chanceseamovery” (Nurse 7). Similarly,
nurses generally felt confident working with patgemwith identifiable mental illness
easiest presentations to manage. Reasons inCkaly, to assess, symptoms are obvious;
medication effective, results positive and transpéit Nurse 4 preferredpatients
diagnosed with schizophrenia because they are whkabw and | enjoy working with

Axis 1 presentation”.

In contrast, nurses described the range of perigpnblpe presentations difficult
presentations for various reasons. They includedrcissist, histrionic, malingerers,
borderline personality disorders and anti socighég”. Issues of concern were expressed
when managing challenging behaviour in a small ioedf area and continual threats of
self harm or violence if demands not met. Someeasursgarded these patients as highly
manipulative and push boundari€BECC not suitable environment for behaviourally
disturbed, abusive, hostile patient. They makesatisreo harm themselves if they don’t get
their way; difficult to control, time consumer@Nurse 6).

Two others described patients with difficult belmaws as challenging and yet easy

presentations to work with.

Patients with personality disorders while challamgi enjoyable and
rewarding. Enjoy police presentation, have doneoa ¢f assessments,
comfortable making judgement calls, got a good tstdading of legal

requirements and autonomous practice.

Frustration was expressed caring for patients whgassive and unwilling to engage in
solution focus therapy or work through issues astfating to help. Descriptions include;
“malingerers and frequent flyers who are suicidadused by drug and alcohol
consumption”(Nurse 1).Nurse 5 commented on frustration ovémcomplete admission
procedures and receiving direct admissions wittomplete collateral.” The main factor
was length of time taken in seeking informationctimplete assessment and admission
process.
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Skills and knowledge utilised in the PECC Role

Nurses described a range of diverse skills whicked four areas of practice. They
included communication, knowledge, clinical pragetend leadership and were listed in

order according to participant’s preference. Commercluded,

Experience in de escalation and negotiation teces; therapeutic,
counseling and building rapport. Uses humour, mflee practice and
respect. Assessment skillmental health, physical, medical and risk
assessment skills, writing and observation skilld medication management.

Nurse 4

Nurses described knowledge used in the PECC rodeviariety of terms. They included
knowledge of how to communicate, utilising a randelinical skills, knowledge gained
from experiences and systems information as vaduditlese were expressed as;

PECC nurses direct communication skills and ateted care. Familiar with

working with the NSW Mental Health Act 2007. Uéiisnedication protocols
and guidelines when using rapid sedation and tleelidél Withdrawal Scale;
Experience in mental health nursing, emergency ingrdife experiences,
using intuition and bed management knowledge. t#bib access policies
and procedure data bases, access to external ssraiod resourcéNurse 6

What works well and what could be improved in PECC

Nurses identified strong cohesive team, the flatsimg management structure and
supportive medical team as reasons why PECC woells Whe tone of some responses
suggests that nurses’ were happy with the nursededept to lead the service. Nurse 5

expressed it as;

Good team and medical staff, we have no real hobsaand generally like
each other. | find not having a nurse unit manageneficial because it
shows a degree of respect for our expertise alidr@mage as a unit.

Nurse 6 felt thatthe appointment; of a PECC consultant has impropetient flow”.
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Nurses stated that improvement needed to be dotiee tBECC physical design to make

the unit more patient and worker friendly. Theylinted;

Need activity room for patients as they need tesaolmething to lift their
mood; Patients complain of having nothing to exaseptch television and
read. Environment lacks natural light. Build outdoor aréar patients.

Nurse 3

The supports and structures that enable and that init the PECC role

Nurses identified maintaining relationships withy kgersonal enables the PECC role to
function effectively. Each had a role to play imyding various services to offer patients
for continuity of care while in PECC and post disge. Nurse 6 sums up what many

nurses said principally;

Multi disciplinary teams, ED staff, medical sta@NC, after hours nurse
managers and liaison nurse. The leadership styld@fCNC. Good support
from medical staff, social worker and drug and &lobservices. After hours

nurse managers supportive of my role, willing sddn and ask advice.

Other supportive structures that assist PECC nunsdeeir role are the clear admission
criterion and experienced specialist nurses. Ndrs$elt that“it enables nurse to work
autonomously and guards other services from dumgiffgcult patients in PECC”.In
addition, Nurse 4 indicated thalinical supervision would help nurses in theirleoand

guard against burnout”.

Nurses identified how staff shortages and sickdgawacted on their daily performance

which at times made the role difficult and exhaagtiFrustration was expressed as;

Staff shortages and high sick leave impact on regudtaff Very high
absenteeism of staff. Nurses on light or restrectiuties also impacts on the
staff, regular nurses end up doing three roles¢large, liaison and working

with agency nurses. Not all nurses rotate shiftsirtdude liaison role
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because they’re on light dutieGreater work load for the rest of the team,

higher stress.

The tone of comments suggests frustration aboutptiential for burnout when staff
shortages do occur. There are expectations foreaute cover liaison role, in-charge
PECC role, as well as patient flow and bed managemaes. Furthermore, concern
about utilisation of casual agency nurses who havenental health experience often
causes more work because of their lack of knowletigeere have been shifts when two
agency nurses run PEC@lurse 3). In contrast, Nurse 5 felt that issuesiad unplanned

patient discharge from PECC to accommodate pafiemt from ED made the role

difficult “length of stay may be cut short to create beds thadefore patient needs not

met”.

Four nurses expressed concern about the lack ofranodation in hostels or refuges for
patients in NSW. However, other issues often immacinurses who are attempting to
find temporary accommodation for patients. Whilergveffort is made to ensure patients
have accommodation on discharge there have been ingtances where they are
discharged back to the stre€tBatients are refused accommodation because of know
unacceptable behaviour or hostel full. Patientséndeclined offer of accommodation and
returned to the streets(Nurse 4). The consumer representative identitred the lack of

data pertaining to identifying the actual numberdN8W population who are homeless

suffering with mental iliness as one of the gapsdrvice provision.

The intersect between the PECC role with that of th ED and liaison role

Nurses indicated that the role intersects with Edf sit different levels. Nurse 1 felt that
the PECC nurstsupports the liaison nurse in patient flow and sefs a resource person.
Some ED nurses have PECC nursing experience. BDirstiegral part of the assessment
process at night and PECC nurses relies on themight shift”. Two nurses described
opposing views and reported that the role did ntdrsect at all with ED staff. Another

indicated the ED staff lack of understanding all®HCC service provision and admission
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criteria “Doesn’t intersect as much as it should; Lack oflarstanding of PECC role.
When there are many mental health patients in E&ff don’t understand why patients
not for PECC”(Nurse 5).

Nurses reported that the liaison nurse keep PEG&eaunformed about ED activity and
potential PECC admissions. Both roles include patieand over, care planning and
outcome goals when patient arrives into PECEQth roles are done by one nurse on
night shift. Roles are rotated daily. Continuitypaitient care, a nurse may have assessed

the patient as liaison nurse then care for thent dey as a PECC nurseNurse 7).

Effectiveness of the PECC role

Nurses commented that the PECC role is effectivdiffierent areas and for different

reasons. Comments included;

Provide short term care. PECC referrals to otherveges support patients
to stay in the community. Access to specialistieesy avoids unnecessary
inpatient admissions; Staff able to broker apprageiservices or placement
for patients and have 24 to 48 hour framework toviate care. Staff skilled
in assessment®ECC has defined admission criteria which patieras be
not admitted, e.g. violent persofood patient feedback. Provide early

intervention Nurse 8

In contrast, two nurses raised issues that impedetthe role’s effectiveness due to lack
of accommodation and lack of patient tracking amauogne general practitioners.
“Hindered by lack of long stay hostels, supportest@mmodation and rehabilitation
units. General practitioners who over prescribe benzodiare drugs to their patient
who ultimately doctor shops for more drug@$e frustration in these cases refers to length
of time, resources, expenses, in terms of sendifgrals, toll calls, specialist services
input, knowing that the patient will be referrecchanental health services. A nurse also

commented that it is unclear how the PECC servigected on suicide prevention.
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Supervision and support to work in the PECC and the.iaison role

Some nurses identified topics they needed advicevenre ones that primarily are the
source of some mental health problem for patiehtey included; drug and alcohol
issues, pharmacology and complex medical problé&nsther reported that they often
sought advice on management of complex behavidlusse 6 commented about the
“need for and use of reflective practiceQthers reported discussing the following topics

at supervision;

Way | have handled difficult and risky situatioBéscuss how to manage
complex cases and it’s good to debriBfrug and alcohol issues and want
to know how to manage challenging behaviour anednessistance with
reflective practiceNo typical areas use clinical supervision to discus
areas of practice and use colleagues to reflecp@ttice and learn from
their experiencesAdvice needed all times when it stops look for the

information.Nurse 8

Nurses identified various people and methods afiadi supervision. They included;
“PECC CNC, drug and alcohol CNC and peers; clinisalpervisor and mothgmental
health nurse)usesintranet, medical team, journals and evidenced tastadies”. Three
nurses receive group clinical supervision. Two wmthimitially participated in group
supervision but found it unhelpful and said it didt meet their needs. Four nurses
receive 1:1 clinical supervision in varying formEney include; utilising peer debrief;
personal psychotherapy; clinical supervisor andnghsupervision from a senior staff
member. Receiving regular clinical supervision istandard requirement for all PECC

nurses.

In conclusion, the nurses and consumer represeatptovided invaluable information
concerning the work of the PECC service. While thi®rmation is important for this
research Nurse 6 also sdidhave found this to be a good opportunity to mflen what

we do well and what we need to improve, thank ytwe following chapter discusses

these findings.
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Chapter 6: Discussion

Introduction

The process evaluation was designed to examineattwwities of the Psychiatric
Emergency Care Centre (PECC) service at St VingeHbspital in Australia from
November 2005 to December 2008 and its impact on degvices and groups. The
findings presented in Chapters 3 and 5 describmd ftn insider’s lens how the service
worked and include an overview of patient throughprocesses. Key strengths and
weaknesses were identified as is the focus of atialu research and this chapter
discusses the issues raised and offers implicadodsrecommendations to enhance the
service and for further research. This is the fegaluation undertaken on a nurse-led
PECC service in New South Wales (NSW). Frank & &005) earlier work identified
that the PECC model of care provided direct actesspecialised mental health staff,
reduced access block and early mental health regplity for patients. This work both
confirms some of Frank et al.’s findings but impotty adds to the understanding of
PECC services by including the perspectives of batlses and consumers who have

been working in and engaged with the service.

The findings indicate that the PECC service has lseecessful in meeting its purposes
to provide rapid assessment, treatment and acoespetialist care for mental health
patients. Most notably has been the impact onongat patient flow and reducing length
of patient stay in the Emergency Department (EDar{i@g, 2008). There is a shared
agreement among senior mental health and ED aimscthat the PECC model of care is
delivering services as planned (Fulde, Director Eymecy Department, St Vincents,
Personal communication, 2009). This research aoefirthat while consumers have high
levels of satisfaction with care provided (St Vinte 2009); there are ways the service

can be improved.

The discussion highlights six general themes wisieimmarise the findings. These are

identified under the following headings: PECC asimategrated model of emergency
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mental health service; demand for treatment ang@tprole clarity and challenges;
quality and service development. The chapter caleduwith a reflection on the

methodology used and a summary of potential futesearch possibilities.

PECC as an integrated model of emergency mental hi#a service

This evaluation described two services - PECC Ei3din service and, the PECC short
stay service for people who present with an emergemental health issue, are managed
at St Vincent's Hospital. Health practitioners wiithhese services work together which
results in and initiate patient flow between thev@es. The two components of the PECC
service are similar and integral to one anothehat they assess, oversee or refer people
for treatment who have presented with emergencghpalric needs. The service is run by
a multidisciplinary team, predominately registeredses who are supported by medical
practitioners and social workers. Two importanti@ss in this integrated psychiatric
emergency management are held by nurses; theghgriurse commonly referred to as
the PECC nurse and the PECC liaison nurse commefdyred to as the ED liaison

nurse.

As part of an integrated service, people accessPIEBEC service either directly (if
referred by community teams), via the emergencyadegent or on referral from other
mental health services or the police. The nursad tbe assessment of the large number
of people presenting to the ED and continue with ¢are and treatment in the PECC
service. The PECC service attends to the smallerbeu of people who are likely to
respond to concentrated therapeutic interventicgr @vshort time. This service has an
advantage of the nurses being integral as the giwsit of contact in the management
planning and integration of services. Availabiliy site 24 hours a day with the ability to
call on selected specialty services both interratigt within the community means that an
integrated service can work together in formulatngianagement and discharge plan for

the people assessed.
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The findings of patient flow in and out of PECC icetted that the service interacts well
with other services, with people being dischargeattleast nine mental health services
across the region. PECC nurses play a key roléhis inter-agency collaboration by
facilitating patient flow through the ED and PECBECC nurses liaise with other
services for patient placement ensuring patient fio reduce waiting times in ED and to
minimise or prevent access blocks for patients. 3éwvice also has a key role in the
provision of direct access to specialist servicgsriental health patients and links ED to
other services to support the treatment and manageof people with mental health

presentations.

The findings highlight how the service promote®irdagency collaboration and is pivotal
to ongoing care and the prevention of relapse loksks. PECC also provides direct
contact to other community services providers avuas services for those people who
have social in addition to mental health needss Plairticular group of patients could be
managed in the community but for social reasorssihnot always possible. The majority
are homeless, and usually have addiction and fiaapcoblems. In this situation the
social worker, PECC and if appropriate, acute ¢asens are be involved the decision

making while the person is still centred in the egaacy environment.

Demand for treatment

Table 1 shows that between 2005 and 2008 thereawsgnificant increase of mental
health presentations to the ED of-¥®6 and yet PECC admissions remained fairly
stable. Reasons for these differences in demandided the previously identified
increase in the numbers of intoxicated patientsgareng to ED. Intoxicated patients are
generally discharged back to the community or reteto alcohol and drug services for
detoxification from ED. What was apparent from ih&erviews with nurses was the
collaborative way the PECC and ED nurses workeetteg to treat and manage the
healthcare needs of these patients in the ED. Thenliises overseeing any physical
health matters, the PECC liaison nurse and PEC@ skayy nurse overseeing mental

health matters.
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Another reason for the difference between mentalthepresentation and PECC
admission is that many of the mental health paigmesenting to the ED have been
known to staff and already have accessible managfephens that direct ED staff actions
so that patients previous history can be utilisedmanage their discharge, or where
sufficiently transferred to the inpatient unit fappropriate treatment. A further reason
that the PECC admissions have remained stable, likelst reflects the small size of the
PECC unit, with only six beds there are not optitsrsoverload. Unfortunately statistics
are not available to identify how often ED stafeddo make alternative plans for patients
because the PECC beds are fully occupied. It isiplesthat some of these increased
presentations were transferred to other organisatand further research is needed to

establish how often this occurs.

Similarly, patients who present with behaviouralgems, drug seeking or who have no
obvious acute mental health issues are discharged £D following an integrated
approach to management between ED, PECC and swmorkl teams. However, the
interview findings confirm that there are a grouppatients who on presentation are
acutely unwell yet are able to stabilise very glyickhe impact of these patients in ED
has considerable implications for ED, PECC anddfganisation. ED and PECC will
continue to have a role to manage these patients seking accommodation for them.
The duration of stay in the ED can affect the langft stay in the department and delay
patient flow. However, as earlier stated theseepédido not fit the admission criteria into
PECC and some medical staff will insist in admisso patient to remain in ED until

accommodation is found.

As in most health areas personal perception of hand ethical issues by staff affect
whether a person is admitted or discharged. Whéaeetare clear guidelines as to who can
be admitted to PECC it was apparent that people dithmot meet the criteria were still
referred to the service. The interview findingsitaded that “inappropriate patients” were
referred and these were people that nurses refesrasl having complex and challenging
behaviours. Often PECC and ED nurses were subjeéataduse and aggression by these
patients. Follow through on why inappropriate refks occurred was outside the scope of

this evaluation however it is recommended thats#r@ice identify who and why patients
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who are “inappropriate” to their service are rederthere. This would then require further
work with ED management to ensure that clearerajimeds are created and orientation

and education for junior ED doctors is developed.

Another compounding factor that adds to aggresarah hostility is patients’ demand to
go out for a cigarette and, since the no smokiniicyavas introduced staff strive to
uphold the promotion of no smoking on campus. Tlaeeprovisions to offer patients’
nicotine patches which can result in increasingghgent’s frustration and ultimately a
patient given sedation due to increased aggreskipiications involve cost of sedation,
patient monitored in the resuscitation cubicle bndjer length of stay. The implications
for nurses are safety issues which implicates ttgarosation. While providing safe
smoking areas is complex especially in a short stagrgency environment the ability to
change lifestyle habits is not a short term fixexsally when addiction or mental health
issues impact. Safe supervised alternative smo&iergs may help reduce the need for
sedation however cost benefit analysis would needéd considered if seeking an

alternative.

Importantly this study highlighted concern regagdine group of patients presenting with
social and mental health needs in relation to &lek bf intercity accommodation, hostels
or emergency boarding services for homeless patientthe Sydney region. Where
possible the PECC and liaison nurses will collateowaith other services, family and/or
carers to coordinate options of care for theseeptti Consumers groups have raised such
issues about the lack of housing and emergencynaocalation (St Vincents, 2009)
however; this evaluation indicates this poses diba® for the health service in that
people who are stable enough to be discharged mneetle housed short term.
Unfortunately statistical evidence on repeat pregem for those who are homeless has
not yet been kept and a recommendation would lzeramence collection of this data to
guantify the size of this problem for the PECC smrvand for the service to work
alongside management, consumer groups and soeactiag to identify solutions should
a problem be realised.
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Role clarity and challenges

The description by nurses of their perceptionsheirtrole in ED and PECC and those of
the consumer confirms that PECC nurses often warkaibusy, highly stressful
environment and assume extensive responsibilitiels raanagement duties within their
roles. However, there is also evidence that soma&Bes and key personnel are unclear
of the role of the PECC ED liaison and PECC shtay siurse. The implications of not
knowing about the PECC service is that other staff expect more from PECC nurses
than they are able to deliver on. This lack of klemlge has an impact on PECC nurses
role in the ED. The purpose of the role is to pdevassessments and access to patients
with mental health issues with or without medicallgems. However, some ED staff do
not understand that patients who have behavioum@blgms and older persons with
dementia fall outside the PECC nurses jurisdictidre implications are that the patient is
left to become the responsibility of PECC resultimg both communication and
management issues. To address this issue PECCsmansesncouraged to provide in-
service training to ED and other services to rais@are of PECC patient criteria and
develop strategies with ED staff in formulatingalaborative approach to manage these

patients.

Psychiatric emergency care nursing is an area aftipe that requires high levels of
responsibilities which includes decision makingeTimdings indicate that the liaison role
involves negotiating, organising and planning befaddressing decisions about patient
flow and bed management or directing patient caré¢he ED. Nurses identified that
decision-making is complicated by indirect actstigma and discrimination from other
professionals and working with inexperienced agemasses. For example, patients are
escorted to sit outside of an occupied assessments where privacy and confidentiality
are compromised. Furthermore, there have been ioosasvhen inexperienced nurse
have allowed high risk patients to leave ED withbeing assessed. The need for highly
skilled mental health nurses has been noted asdafoental requirement for the liaison
role with excellent interpersonal communicatiorilskand who can clearly articulate their

role to other ED workers.
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When working in the PECC unit nurses identifiedhhlgvels of responsibilities in the
management of the unit and staffing issues. Thervigws confirmed that working in
either of the PECC role is stressful when it isoagded with staff shortages. These are
made more difficult when occurrences of staff wogkon light duties for long periods of
time exists, and where agency nurses inexperiengedental health nursing are
employed to fill gaps. The mental health managemegt to address this because nurses
that are on sick leave or on reduced hours long & well as the use of inexperienced
nurses pose safety risks and add stress for existaff compounding problems.

Associated with reduced staffing levels the findindentified that PECC nurses were
sometimes expected to simultaneously undertakd®E@C in charge and liaison roles.
The impact of having to fulfil both roles is thatis personally exhausting for the nurses.
In these situations some nurses with no or littental health nursing experience have
been utilised to cover PECC nurse shortages. Thanmthat the liaison nurse may spend
a greater proportion of their shift supervisingsiewurses as well as providing clinical
support in ED. The implications of such an arrangeintould result in decreased quality

of care to patients and increased risk of safetgdmperience staff.

The evaluation also highlighted recruitment issisile it is apparent that nurses are
recruited on the basis of skill mix, experience dmadership skills, finding the right
applicant who can readily work effectively in th&®C short stay service and in ED
liaison role can take time. In the interviews theses raised questions about how staff
were actually recruited and questioned the levehaiertising done. In the instances
where agency or casual nurses have applied fotigmusi permanent staff either initiated
the process or had input in the decision-makingheir appointment. To enable a more
strategic and effective recruitment process foramapositions the PECC nurses feel they
should work with management about their recruitnieadvertising strategy and review

current recruitment procedures.

On a positive note a common factor that nursesemped about their role was their

freedom for autonomous practice and their interfadtlh multidisciplinary and other
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mental health teams. Some nurses, nevertheledsrrpeto be directed by the medical
team. This raises issues of uncertainty about tekils and a definite need for
establishment of further in-service developmemaise self esteem and to develop skills
to a level expected of the unique role.

While more than half of the PECC nurses were cemtfidn their roles, others expressed
less confidence. Those who were more confident digwlificant experience in mental
health nursing. Three nurses also had significapegence in other nursing specialities.
An important finding was the marked variability gKills that PECC nurses had and their
views about their lack of confidence in overseeamgl providing care for patients with
behavioural, alcohol and substance intoxicatiormbio presented to ED having self
harmed. Nurses considered they should be able teriake physical and medical
assessments, alcohol and drug assessments, anthbaeguisite clinical skills to assist
the assessment process. The interview findingsiroorthat some PECC nurses lack
experience and seniority and clinical skills whitdwe impacted on the effectiveness of
patient care and patient flow. Accordingly, an ome of this would be inappropriate
admissions into PECC. To address this issue #&aemmended that the orientation period
of new nurses be extended to 12 weeks and nursesallg have increased access to
formal study to raise their skill level in clinicabsessment and management. In addition it
became clear that there is a need to ensure PE@@shgomplete St Vincent's ED

clinical education / training programme.

Another issue raised was the lack of understandlinige PECC service and its purpose in
the provision of care by many consumers and mendid¢re community. To address this
lack of awareness information material about PEEWises needs to be made readily
available for consumer groups, patients, familiesl &are-givers. This involves the
development of a strategic marketing campaign whichild need to be addressed by
management. Nurses make those entering the seawiaee of the purpose and where
appropriate family members and support people, kewtirther information in the form
of pamphlets which are clearly visible would be @abageous and supportive to staff.
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The multidisciplinary team also impacted on the kvof the PECC nurses. The nurses
found the inexperience of some junior doctors amgistrars in managing psychiatric
emergency care contributed to difficulties in tHeZ and ED service. Inexperience of
health professionals in the ED is not unique am@oauthors have identified that this is a
major issue (Thompson, 2005). Lack of experiencklkarowledge of health professionals
increases the potential of adverse implications gatients which includes delay in
assessment or inappropriate treatment (Thompsmor &sessment can contribute to
patient’s lengthy stay in ED and inappropriate PEAZIGhissions. An evaluation of junior

doctors’ ability to manage mental health emergenogeds to be further investigated.

The interview findings show that depending on whiole a nurse undertakes different
communication skills are used. The results refldet PECC nurses are effective
communicators which are skills essential to theiacpce. Active listening skills,

engagement and humour were identified as imporséiils for patient engagement.
Education, collaboration and liaison skills werallskthat nurses used when working
autonomously without clinical support. A significarfinding was that good

communication skills and clinical confidence cdnirted to best patient flow in ED. The
finding highlights that PECC nurses have excelleammmunication skills, and are

confident and competent clinicians.

A significant finding is that some nurses have gpstuate qualifications while others do
not. Evidence of ongoing education is a requirenteatPECC nurse’s job description
and clinical nurse specialists must provide animigkrvice training / education to staff to
maintain their title. The impact of these findingghat there is a professional competence
issue with a real need for some ongoing educatomdirses not engaged in study. The
mental health management team needs to developldona®e development strategy to
include education that is funded and supportedhleyarganisation. The impact of such
education should lead to higher qualificationsersithen the workforce and encourage

staff retention.
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Quiality and Service Development

This evaluation has identified that PECC is parmintegrated service which promotes a
multidisciplinary approach to health care led byses. In line with the concept of nurse-
led service, St Vincents PECC service is staffedségior nurses with some who are
engaged in post-graduate studies. These nursesagnised as experts in their clinical
speciality, for example, early intervention and girand alcohol. PECC nurses are
engaged in decision making concerning their paieabhd participate in service

development and service delivery.

There were positive results about the PECC seranck delivery of care by nurses and
doctors. In particular, their caring approaches mwhaealing with patients, rapid

assessment and access to treatment and uniquen®ESCE& services. The interview

findings show that mental health consumer feedbadicates consumers were happy
with the concept of short stay and provision ofrsherm treatment and the high impact
of care and resources. The evaluation has not tbakespecific health outcomes,
evaluating the effectiveness from this perspeasvenportant. The evaluation indicates
that variables to include in any future outcomedgtaoncern change in mental health

status during the PECC stay; rates of representatid rates of suicide.

The findings also indicate that PECC nurses neebletanvolved in participating in

consumers’ forums and groups. Consumers indicdtat it was important for service
development and recognition. It provides opportasifor PECC nurses to keep up with
current trends of consumer expectations in semiogision. Involvement with consumer
groups strengthens partnerships in the involverokpatient care and monitoring quality

of services.

A quality service is a service that is consumepoesive and, the nurses raised issues
about the condition of patients’ clothing on praagion and that these often needed
washing but lack of laundry facilities precludedanh clothes. What is often overlooked is
that nursing people who are socially isolated meiduas clothes can be a strangely

93



affiliated personal possession and hospital gowmsnak fit within their life patterns
therefore attempting to force that move is likety éxacerbate existing health issues.
There is a special need here to assist them in ¢hething especially when patients in
PECC are mostly dressed in day clothes. Close mitkito other patient within PECC
also makes it essential that facilities are madsglable not only for the patient concerned
but also for other patients who are affected bysbiéed clothing. To address this issue
the mental health services management team nequa®vae funds and cover costs in
implementing a laundry with washing machine andedmyr identify an existing facility
close to PECC that could be utilised. Another aptiould be to increase a stock pile of

donated clothes in ED to replace soiled ones.

The interview findings also highlight issues arounthplanned discharges to
accommodate patient flow in ED. Nurses described ith these situations patients did
not have their needs met and were discharged befarethe middle of their treatment.
This was an unanticipated finding and the impactdimical practice means that the
patient care is left in limbo and can lead to nigrémistration in not being able to provide
continuity in treatment and support. A major concerthat the patient may not be fit for
discharge but nurses reported that they sometimlegprfessured instigating discharge.
While PECC aims to both avoid unnecessary inpathinissions and premature
discharge into the community (St Vincents, 2008a)e was inconsistency in application.
Some PECC nurses accept the need and decisiorsdbadje the patient prematurely
however others question this. This means that nigt @are patients receiving inconsistent
messages and service but that the policy is noigb@ianaged. It is essential that further
discussion occurs within the service so that tlesgure of seeking beds does not to block
patient flow in ED and that nurses and doctors dbmiss the needs of the patients in
their care. Consumers identified (St Vincents, 200£elings of vulnerability and
powerlessness in the face of illness and prematiiseharge can exacerbate their
symptoms. Such discussion needs to explore theaegsons of an adverse outcome for
the patient, while balancing the need to attenthéopurpose of PECC that is to ensure

accessible patient flow from ED to the communitytiter appropriate services.
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A quality service ensures that care is delivered oulturally sensitive environment. The
aim of PECC staff is to provide patients with cdhat is close to their cultural
background. PECC nurses coordinate interpreterpdtents with limited understanding
of the English language. While cultural practices aot the focus of this evaluation it
does impact on a patient’s length of stay and tohescovery. St Vincent's hospital is
situated in the inner city and many patients wheosaen in ED and admitted to PECC are
from the range of different cultures that existhmtlarge cities. Therefore nurses must
know how to access government agencies, consukatds emigration services for
information. Having readily available resources Woensure good time management and

efficiency of networking.

The evaluation indicates PECC provides a safe aotkgiive environment for patients
who are depressed, suicidal, at risk of harmingndedves and others, nurses also deal
with people in crisis. Included are patients withmental health problem who need
medical attention and those who have relapsed bunhat require long term stay.
Accordingly, risk assessments are vital in ensuttegsafety of patients who are admitted
into PECC. Patients who are allocated a high ratkegory are prioritised for transfer to
the inpatient unit (St Vincents, 2008a).

Methodological Reflections

This study utilised evaluation as a method to descithe service development,
organisation and model of care of a PECC serviddinviwhich |1 work. No existing
evaluation was available to describe who and whyplgeuse the service or the PECC
nurses activities and responsibilities or effeate®s of this model of care. As a beginning
researcher the impact of time related to ethicgr@yal, interviews for those already
working long hours, the technology of recording &m®ihg intimately involved with the
service made this research challenging. Identifyasgies through evaluation study does
not necessarily mean that changes can or will béenaad often raises more questions
than answers. Certainly a number of questions h&esn raised through this study and
need for further investigation has been able tabetified. The method of evaluation has
allowed evidence to be placed on the table for idenation and while limited to one
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environment, one place in time and a very small@araf opinion it is hoped that insight
will be gained and improvements made to a uniqug @fasupporting those with acute

mental health problems.

Implications and recommendations

Throughout this chapter several implications hasenbidentified for the service to be and
remain effective. Staffing issues had a high peofil the feedback from participants.
Without a highly experienced team and good undedstg between the multidisciplinary
team there is risk of misdiagnosis and people bedigcharged or admitted
inappropriately. This is also related to ongoingfessional development especially
where there are areas such as addiction, behalvissue and dementia which often fall
through the cracks between mental health and medisaes. The implication of poor
accommodation resources in the area means thatithanidentified risk associated with
early discharge and this has implications for thire if the increase in presentations

persists.

Recommendations identified included; increased f staevelopment for the

multidisciplinary team; instigating data collectidor the number of patients that are
referred to other organisations when PECC is fldijelopment of policies in consultation
with staff that result in consistency of referral PECC; better staffing policies and
recruitment that is aligned with staff expertised dacilities for provision of clean clothes

for patients.

In closing, this chapter has shown that the PEGGceehas fulfilled its role in ensuring
rapid access to specialist assessment and treatibergatients with mental health
problems. It maintains a close liaison and workigigtionship with ED and inpatient unit
staff. PECC provides a safe environment for patightough a short stay admission
thereby reducing unnecessary admissions to thetiempaunit. PECC has assisted in
reducing patient length of stay in ED and assistachproving patient flow by accepting
early responsibility for mental health patient&EiD. It is hoped that this evaluative study
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will provide knowledge about the PECC service tosthfor whom the model of care is

new and also a way to progress this innovative iinofleare within our local service.
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Appendix 1 Example of the framework to review liteature included in the evaluation:-

Development of Australia’s first psychiatric emerg@cy centre & Examining models of mental health serce delivery in the emergency department.

Author(s) Year
Country Mode

Aim of research
Research design

Findings
Staffing

Findings
Patient & Outcomes

Findings
Service | ssues

Comments

Frank.R, Fawcett.L,
Emmerson,B (2005)

Australian Psychiatry Vol
13, No 3. 2005

Describes service development'l

Australian PEC

Operational model

Specialised MH staff --
potential staff burnout
problems with
recruitment &

retention,

PEC part of Acute Care
Team

Staff rotate across sites
2 P/T psychiatrist

3 rostered shifts RMO's
1CNC

13.4 clinical & R/Ns

72,000 presentations to ED
—yearly.

High acuity

Direct access to specialist
care

PEC staff take early
responsibility of patient
Reduced access block in
ED

Multiple referral sources
Tertiary General ED
Expensive $1.4m yearly to
staff

best for >500 beds

patient increase from 4400
-1994 to 7200 - 2004

Model of care used in NSW
& WA

4 beds, co-located ED,
opened 1983

model accepted by ED staff
ED staff do not retain
assessment skills

Good history of 3 models of
emergency psychiatric care
in ED

Good service descriptionV

USE

Wand, T. White, K.

The Royal Australian and
New Zealand College of
Psychiatrists , 2007 p. 784 -
791

Examined models of mental health

delivery in ED

Descriptive

Literature review medical &
nursing literature 1990-2007
Identified 3 MHL models
implemented to assist EDs

- (&) Consultation liaison

- (b) Psychiatric

emergency centres (B)

- () MHLN'S

Mental health liaison
nurse role positive
outcomes in ED

Role accepted by
patients & ED staff
MH nurse practitioner
role alternative

Reduced waiting times
Efficient —therapeutic
intervention

- Coordination of care
- Patient follow up

(¢) MHNL role cost

effective approach

- Long delays waiting
for assessment &
discharge

- High cost to maintain
separate facility

Further research required
into all methods of MH
service delivery in EDY
In-depth socio-political
discussiony

Strong balanced debate on
3 modelsv

Future direction for MHN
practitioner role proposed

USE

98



Appendix 2

VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

i

St Vincent’s Hospital

PARTICIPANT INFORMATION FORM

An Evaluation of the Psychiatric Emergency Care Ceine St Vincent's
Hospital, New South Wales

Invitation
You are invited to participate in a research stwdyevaluate the
Psychiatric Emergency Care Centre (PECC) service.

The study is being conducted by Caroline Koia, iCih Nurse
Specialist, PECC, St Vincent's Hospital, New SoWthles (NSW). It
is supervised by Dr Katherine Nelson, Senior Lestun Nursing,
Graduate School of Nursing, and Midwifery & HealWictoria
University of Wellington.

The study will form the basis of a thesis, whichl we submitted for
examination to Victoria University of Wellington,eW Zealand.

Before you decide whether or not you wish to pgréte in this study,
it is important for you to understand why the reskas being done
and what it will involve. Please take the time &ad the following
information carefully and discuss it with otherydfu wish.

1. ‘What is the purpose of this study?’
The purpose is to describe how the PECC serviceates identify
what works well and what can be improved and t@rimf ongoing
development.

2. ‘Why have | been invited to participate in this study?’

You are eligible to participate in this study besawf your role in the
programme

3. ‘What if | don’'t want to take part in this study or if | want to
withdraw later?’
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Participation in this study is voluntary. It is cpletely up to you
whether or not you participate.

If you wish to withdraw from the study once it hatarted, you can do
SO up to two weeks after the interview without Ingvio give a reason,
at which point your interview data will be destrdye

4. "What does this study involve?’
If you agree to participate in this study, you vk asked to sign the
Participant Consent Form which indicates your apesdg to be
interviewed. The interview will take place at mé& and place mutually
agreed and will last approximately one hour.

5. ‘How is this study being paid for?’
This study is being funded by the Psychiatric Erapay Care Centre
(PECC); a grant from Victoria University of Wellitgn will also be
applied for.

6. ‘Are there risks to me in taking part in this study?’
There are no foreseen risks to anticipating in gnggect. The project
specifically aims to obtain information about hole tservice works;
no personal health information is collected.

7. Will | benefit from the study?’
This study aims to further nursing knowledge and inaprove future
delivery of emergency psychiatric care; howevemdy not directly
benefit you. It is anticipated that the findingsliwbhe used by St
Vincent's hospital as part of on-going developmatheir service.

8. ‘Will taking part in this study cost me anything, and will | be paid?
Participation in this study will not cost you anyitp other than the time to be
involved. No payment will be given for participaiiin the interview.

9. ‘How will my confidentiality be protected?’

Caroline Koia and Dr Katherine Nelson are the grédysons who will
know whether or not you are participating in thitudy. Any
identifiable information that is collected aboutuym connection with
this study will remain confidential and will be dissed only with your
permission, or except as required by law. Only régsearchers named
above will have access to your details and redhis will be held
securely at St Vincent’s Hospital in a locked fjincabinet and
password protected computer. Data will be destrayedyear later.

10. What happens with the results?

If you give us your permission by signing the corisdocument, we
plan to discuss/publish the results in the finalsik. It is intended that
one or two articles will be submitted for publicati in scholarly

journals and that presentations will be given atvBicent’'s and at
professional conferences. In any publication, imfation will be

provided in such a way that you cannot be idemtifieesults of the
study will be provided to you, if you wish.
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11."What should | do if | want to discuss this study tirther before |
decide?’
When you have read this information, the researClagoline Koiawill
discuss it with you and any queries you may havgou would like to
know more at any stage, please do not hesitateotact her on: -
Mobile: 04 38837156 or Telephone: (02) 8382 4090

12."Who should | contact if | have concerns about theonduct of this
study?’
This study has been approved by St Vincent's HaspiREC. Any
person with concerns or complaints about the candbtichis study
should contact the Research Office who is nomindtedeceive
complaints from research participants. You showldtact them on 02
8382 2075 and quoteSVH File Number: 08/164.

Thank you for taking the time to consider this stug.
If you wish to take part in it, please sign the atdiched consent form.

This information sheet is for you to keep.

Researcher Supervisor

Caroline Koia Dr. Katherine Nelson

Clinical Nurse Specialist Senior Lecturer

PECC Graduate School of NursMglwifery & Health,

St Vincent's Hospital, Darlinghurst  Victoria Unigity of Wellington,

NSW 2010 PO Box 600, Wellington 6140
Australia New Zealand
Tel: 04 388 37156 Tel: 0064 4 463 6138, fax 00663544 5442

e-mail: ckoia@stvincents.com.au e-mail: kathy.nelson@vuw.ac.nz
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Appendix 3

VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

. Ml b
178
CONSENT FORM

[To be used in conjunction with a Participant Imi@ation Sheet]

St Vincent’s Hospital

An Evaluation of the Psychiatric Emergency Care Ceine St Vincent's Hospital, New South
Wales

agree to participate as a subject in the studyribest in the participant information
statement set out aboy@ : attached to thisform).

2. | acknowledge that | have read the participaftrimation statement, which explains why |
have been selected, the aims of the study andatiaeenand the possible risks of the
investigation, and the statement has been explamet to my satisfaction.

3. Before signing this consent form, | have bearmjithe opportunity of asking any questions
relating to any possible physical and mental harmight suffer as a result of my
participation and | have received satisfactory arsw

4. | understand that | can withdraw from the studyany time without prejudice to my
relationship to the St Vincent's Hospital.

5. | agree that research data gathered from thétses the study may be published, provided
that | cannot be identified.

6. | understand that if | have any questions ne¢atd my participation in this research, | may
contact Caroline Koia on telephone 04 3883715@2aj 83824090, who will be happy to
answer them.

7. I acknowledge receipt of a copy of this Condeotm and the Participant Information
Statement. Complaints may be directed to the Relsgaovernance Officer, (020) 8382
2075 and quot&VH File Number: 08/164.

Signature of subject Please PRINT name Date
Signature of investigator Please PRINT name Dat
Signature of witness Please PRINT name Date
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Appendix 4

VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te [ka a Maui

.8

St Vincent’s Hospital

REVOCATION OF CONSENT

| hereby wish toWITHDRAW my consent to participate in the study describbdva and
understand that such withdraw&liLL NOT jeopardise any treatment or my relationship \@th
Vincent's Hospital.

Signature Date

Please PRINT Name

The section for Revocation of Consent should bedioded to

Caroline Koia

Psychiatric Emergency Care Centre
St Vincent’'s Hospital, Darlinghurst
NSw 2010
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Appendix 5

PECC Nurses Interview Schedule

The Evaluation of the Psychiatric Emergency Care Q#re (PECC) at St Vincent's
Hospital, New South Wales

Introduce purpose of interview -To obtain PECC nurses views on how they work withiECC
and within the ED, what skills and knowledge theysider are required and utilised in the role,

and what they consider works well and what couldty@oved from a nurse’s perspective.

Complete consent procedures

Questions/Interview prompts
1. How long have you worked in the PECC service?
2. Why did you join the PECC service?
3. What do you consider are the strengths of the PECE&ervice? Why?
4. What do you consider are the weaknesses of the PEGErvice? Why?
5. If you could change the PECC service what would yochange? Why?
6. Role in ED liaison
Tell me about a typical shift as an ED PECC liaisarse
Tell me about a typical patient presentation (eds not use names)
Where did the person come from?
What did you do?
Who did you consult?

What was the outcome?
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Tell me about the presentations you find easy? Why?

Tell me about the presentations you find hard? Why?

What skills do you regularly use in the liaisonefdl

What knowledge do you regularly use in the liaisale?

What works well and what could be improved in laésbn role?
What supports and structures enable the role t&2vor

What issues do you encounter that make the rdieudif?

How does the role intersect with ED staff?

How does the role intersect with the PECC nurses?

How effective is the role?

Why do you think this? (E.g. reduce time in ED, aaduce ED bed blockage, getting
patients to most appropriate services, preventdagcsupport ED skills & knowledge

development)

7. Role as PECC nurse
Tell me about a typical shift in PECC
What differences are there between morning, aftarramd night shifts?
Tell me about a typical patient presentation (eds not use names)
Where did the person come from?
What did you do?
Who did you consult?
What was the outcome?
Tell me about the presentations you find easy amglthey are easy?
Tell me about the presentations you find hard ahg they are hard?

What skills do you regularly use in the PECC role?
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What knowledge do you regularly use in the PECE7ol
What works well and what could be improved in PECC?
What are supports and structures make the PECQvarlewell?
What issues do you encounter that make the PE@Qifficult?
How does the role intersect with ED staff?

How does the role intersect with the ED PECC liaisarse?

How effective is the role? (E.g. getting patiemés most appropriate services,
preventing suicides, relieving pressure on ED, eupm people to stay in the

community)

Why do you think this?

8. Supervision
a. What are the typical areas that you need clinidalce on?
b. Where do you go for this advice?
c. What supervision do you receive?
9. Education skills and knowledge
a. What are your nursing qualifications?
b. What postgraduate study?
c. What mental health experience did you have priah¢oPECC role?

d. What areas would you like more education on?

10. Any other comments

Thank participants and invite them to contact yfanything to add
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Appendix 6

ED Nurse Interview Schedule

The Evaluation of the Psychiatric Emergency Care Qare (PECC) at the St

Vincent's Hospital, New South Wales

Introduce purpose of interview —To obtainan ED staff perspective on how the PECC liaison

nurse role intersects with ED and what works wedtl evhat could be improved.

Complete consent procedures

Questions/Interview prompts

1.

2.

10.

11.

What is your position in ED?

How long have you worked here at St Vincent's?

What do you understand is the role of the ED PECCidison nurse?

What contact do ED staff typically have with the EDPECC liaison nurse?

When and why do ED staff use the ED PECC liaison mge?

What services does the ED PECC liaison nurse prowi?

What do you consider are the strengths of the ED REC liaison role? Why?

What do you consider are the weaknesses of the E[EEC liaison role? Why?

If you could change the ED PECC liaison role serveewhat would you change? Why?
How effective is the ED PECC liaison role? Why?

Any other comments about the ED PECC liaison role roabout the PECC service

generally

Thank participants and invite them to contact yfanithing to add
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Appendix 7

Consumer Representative Interview Schedule

The Evaluation of the Psychiatric Emergency Care Q#re (PECC) at St Vincent's
Hospital, New South Wales

Introduce purpose of interview —To obtain consumer perspective on how the PECCcgerv

works, what works well and what could be improved.
Complete consent procedures
Questions/Interview prompts
1. What is your role in the consumer group?
2. What engagement with the PECC service has the conser group had?

3. What does the consumer group understand is the rolef the PECC service?

PECC has two roles, one is the short stay serviceECC) and one is an ED PECC liaison

nurse role Will first ask about the Short stay serice, and then about ED

4. How important is the presence of the PECC servicef consumers? Why?

5. What does the consumer group consider are the strgths of the PECC service? Why?

6. What does the consumer group consider are the weaksses of the PECC service? Why?
7. If consumers could change the PECC service what wiolithey change? Why?

8. How effective do consumers consider the PECC sere@igs? Why?

Now asking about ED role
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9. How important is having a PECC liaison nurse in ED?

10. What works well for consumers with this role? Why?

11. What could be improved with this role? Why?

12. What are the gaps in service for people experienapna mental health crisis?

13. Any other comments about the ED PECC liaison role roabout the PECC service

generally

Thank participants and invite them to contact yfanithing to add
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Appendix 8

AFACILITY OF ST VINCENT'S
& MATER HEALTH SYDNEY

ST VINCENT'S HOSPITAL SYDNEY LTD
ABN 77 054 038 872

. s . '
St Vincent’s Hospital MENTAL HEALTH SERVICE
EXECUTIVE OFFICE
299 FORBES STREET
DARLINGHURST NSW 2010
AUSTRALIA

e

T+612 83821823
F+612 93615155

19" September 2008

The Ethics Committees

University of Victoria — New Zealand
St Vincent’s Hospital - Sydney

I write to support and approve the undertaking of research in the St Vincent’s Mental
Health Service by Caroline Koia CNS involving an “Evaluation of the St Vincent's
Hospital Psychiatric Emergency Care Centre.

This research will help us to understand how the service is working and improve the
quality of care delivered to patient’s utilizing it.

Yours sincerely,

Dr Peter McGeorge QSO, FRANZCP
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Appendix 9

=+ A facility of
St. Vincents & Mater Heaith Sydney

ity
St Vincent’s Hospital St. Vincent's Hospital Sydney Ltd
ABN 77 054 038 872

390 Victoria Street
Darlinghurst NSW 2010 Australia

26 November 2008 T +61 28382 1111
F +61 29332 4142
Caroline Koia - www.stvincents.com.au

Psychiatric Emergency Care Centre
8t Vincent’'s Hospital

390 Victoria St

Darlinghurst NSW 2010

Dear Caroline

- 8VH File Number: 08/164 . e o
Project Title: Evaluation of the Psychiatric Emergency Care Centre (PECC) at St
Vincent’s Hospital, New South Wales.

Thank you for submitting the above project for review. Based on the information you have
provided and in accordance with the following NHMRC guidelines; National Statement 2007
— Section 5 Institutional Responsibilities and “When does quality assurance in health care
require independent ethical review?” (2003), this project has been assessed as negligible
risk and is therefore exempt from full HREC review.

| am pleased to advise that the on 25 November 2008 the HREC Executive on behalf of the '
Executive Director granted authorisation for the above project to commencs at St Vincent's
Hospital.

The documents approved for this project are:
e Participant Information Statement and Consent Form Version - Consumers Version 3
dated 25 November 2008;
s Participant Information Statement and Consent Form Version — Service Providers
{no version or date); ) } ;
Consumer Representative Interview Schedule (no version or date);
PECC Nurse Interview Schedule; and
ED Staff Interview Schedule.

Please note the following conditions of approrvélzi 7

1. This approval is valid for five years, and the Committee requires that you furnish it
with annual reports on the projects progress beginning in November 2009. Please
notify the HREC Executive in writing when this project is compléted. .

2. The Investigator will immediately repert anything which might warrant review of
ethical approval of -the project in the specified format, including unforeseen events
that might affect continued ethical acceptability of the project and any complaints
made by participants regarding the conduct of the project.

3. Proposed changes to the research protocol, conduct of the research, or length of
approval will be provided to the HREC Executive for review, in the specified format.

4. The HREC Executive will be notified, giving reasons, if the project is discontinued

before the expected date of completion.
- Continuing the Mission of the

Page 1 of 2 Sisters of Charity
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Please note that for multi-site projects-authorisation needs to be obtained frém‘ each
participating institution.

If you have any queries relating to the above please contact the Research Office on 8382
2075. ’

Yours singerely

Sarah Charlton
Executive Officer

Research Office
08.164.2
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